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Lofgren, S.: Results of Glaucoma Operations (Die 
Resultate der Glaukomoperationen). Acta ophthal., 
1932, X, 773 Xi, II. 

The author reports the results of 247 operations 
performed for primary glaucoma in 240 eyes. Oper- 
ation was performed only when vision and the visual 
field. were constantly decreasing and the pressure 
could not be reduced with miotics. The period of 
observation was at least a year. The result was con- 
sidered good if the tension decreased to under 27 and 
the vision and the visual field remained the same as 
before operation or showed improvement. 

Elliot’s method was used 98 times on g5 eyes. Good 
primary results were obtained in 86 per cent of 57 
cases of simple glaucoma, 73 per cent of 8 cases of 
acute glaucoma, and 76 per cent of 13 cases with 
chronic inflammation. Good end-results were ob- 
tained in only 25, 4, and 5 cases of these groups 
respectively. 

Iridencleisis with meridian iridotomy by Holth’s 
method in 31 cases of simple glaucoma resulted in 
injury of the lens in 2 cases. Good primary results 
were obtained in 23 (74 per cent) of the cases and 
good end-results in only 17 cases. In 4 of the latter 
a cataract developed a few years later. In 1 case of 
acute glaucoma an excellent result was obtained for 
longer than five years, while in another, the tension 
increased within fifteen days after the operation. 

_ Incision by the method of Lundsgaard was per- 

lormed in 11 cases of simple glaucoma. In 10 of 

these cases the glaucoma was primary. After one 
year the results remained good in only 6 cases. 

Of 47 cases of acute glaucoma which were treated 
by iridectomy, good primary results were obtained 
in 38 (81 per cent). Of the 18 cases followed up, the 
end-results were good in 12. Iridectomy was done 
also in 19 cases of chronic inflammatory glaucoma. 
Of the 3 cases followed up, a good end-result was 


ae in 1 and a subsequent increase in pressure 
occurred in 2, 
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Statistics on a few other procedures, including 
cyclodialysis, are given, but are omitted from this 
abstract because they are based on a very small 
number of cases. 

In simple glaucoma the best end-results (cure in 
62 per cent of the cases) were obtained. with the 
Elliot operation, and the second best end-results 
(cure in 57 per cent of the cases) by iridencleisis. 
In acute glaucoma, the best end-results (cure in 67 
per cent of the cases) were obtained with iridectomy. 
In chronic inflammatory glaucoma, the best end- 
results were obtained with the fistula-producing 
operations. If all of these operations are included 
with the operations performed at the same clinic 
in the period from 1907 to 1920, good end-results 
were obtained in 71 per cent of the cases in which 
sclerectomy was done, 68 per cent of those in which 
iridencleisis was performed, and 58 per cent of those 
treated by iridectomy. Restoration of the normal 
pressure, irrespective of the function, was obtained 
in 80, 76, and 58 per cent of these groups respective- 
ly. In the entire material there was only 1 case of 
late infection. If the pressure is low after iridectomy, 
vision and the visual field will remain good, whereas 
after fistula operations, even when the pressure be- 
comes normal, deterioration of function often occurs 
either through cataract formation or progressive 
glaucomatous atrophy. 3RAUN (O). 


Michail, D.: Metastatic Carcinoma of the Orbit. 
Brit. J. Ophth., 1932, xvi, 537. 


The case reported was that of a woman thirty-two 
years of age who was operated upon for cancer of 
the right breast and three months later developed a 
metastatic tumor in the orbit of the right eye. The 
metastasis was associated with convergence and sur- 
sumvergence of the eye, limitation of motility on the 
temporal side, slight papillary oedema, and a de- 
crease of visual acuity. Operation showed it to be 
in close contact with the floor of the orbital perios- 
teum. It affected neither the periosteum nor other 
parts of this region, but maintained itself in the en- 
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capsulated cellulo-adipose tissue of the orbital cone 
under the right inferior rectus muscle. 

After extirpation of the orbital tumor the eyeball 
began to regain approximately its normal position. 
It maintained a convergence of 10 degrees, but it re- 
covered a motility of 3o degrees on the temporal 
side and visual acuity greatly improved. 

Histological examination of the extirpated tumor 
showed it to be an encapsulated basocellular carci- 
noma with a diffuse massive infiltration on the poste- 
rior side and a trabecular or even glandular arrange- 
ment of cells on the anterior side. Eccentrically, the 
neoplasm had the appearance of a cancerous lym- 
phangeitis of the orbit. 

It is generally found that almost all of the papil- 
lary alterations are associated with some visual dis- 
turbance due, not to invasion of the optic nerves and 
their sheaths by the new growth, but to pressure 
strangulation from a well-developed metastasis in 
the interior of the muscle cone, especially close to 
the apex of the orbit. Cancerous metastatic inva- 
sion of the orbit may take place also through the 
vascular circulation. 

The author believes that in the case reported the 
ocular disturbances must have resulted from the 
mechanical obstacle which the tumor produced upon 
the contraction of the ocular musculature probably 
by the lymphangeitis rather than by the infiltration 
of the musculature. 

This case was one of those extremely rare cases in 
which the metastic cancerous invasion occurred 
through the lymphatic tracts and involved not only 
the ocular musculature, but also the orbital cellulo- 
adipose tissue, and especially the lymphatic tract. 

The complete absence of an inflammatory reaction 
of the stroma in the orbital cellulo-adipose tissue and 
of necrotic centers and haemorrhages in the tumor 
mass indicated that the orbital metastasis was of 
recent origin. Lestiz L. McCoy, M.D. 
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Weiss, A.: The Value of Haematology to the Otolo- 
gist. Laryngoscope, 1932, xiii, 754. 

The authors’ findings in the study of slides to de- 
termine the blood changes in a selected group of 
otological conditions are summarized as follows: 

1. The number of cells with star forms is not a 
satisfactory criterion of the urgency of operation in 
acute infections of the middle ear. 

2. The leucocyte count and the count of cells with 

star forms are often higher in acute purulent otitis 
media than in acute mastoiditis. 
3. In acute and chronic mastoiditis the blood pic- 
ture shows no marked change. In recurrent mas- 
toiditis caused by the streptococcus mucosus it 
shows definite changes. 

4. Brain abscess and meningitis do not cause 
marked changes in the blood unless they are the 
result of a generalized infection. 

5. In all cases of mastoiditis with venous com- 
plications there are marked changes in the blood. 
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6. Any rise in the percentage of the staffs 
operation indicates the presence of a compli: 
7. The complication may involve some pai 

body other than the operative area. 

The author’s findings and conclusions in {he yse 
of the sedimentation test in a large series 
logical conditions were as follows: 

1. In all cases of chronic suppurative otit 
and chronic mastoiditis and in cases with 
thine symptoms the readings were normal 

2. The readings were normal also in case: 
furunculosis of the external canal. 

3. In acute suppurative otitis media aii! acute 
mastoiditis the readings were high (up per 
cent). 

4. In cases of acute suppurative oti 
requiring no operation the rate droppe: 
but in cases with mastoid involvement it 
high until after operation. 

5. The sedimentation rate rises some 
operation and drops very gradually (the . 
requiring from four to six weeks). 

6. When the sedimentation test is mad 
it will detect postoperative complications. |i 
be used also to determine the necessity {01 
toidectomy in cases of acute suppura! 
media. James C. Bras 
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Kerrison, P. D.: The Treatment of Otitic Lepto- 
meningitis. A Plea for Investigations in Two 
Directions. I. Kubie’s Theory of Forced Drain- 
age. II. Direct Surgical Drainage. Olol., 
Rhinol. & Laryngol., 1932, xli, 651. 

The Kubie theory of forced drainage i 
the facts that cerebrospinal fluid is a dia 
the capillaries and as it is in osmotic 
with the blood its production and flow may be in 
creased or diminished at will by diluting or increas 
ing the concentration of the blood. Fol!uwing the 
intravenous injection of hypotonic solutions the 
perineural and perivascular spaces are markedly dis 
tended. In inflammatory conditions of the central 
nervous system these spaces are lined \ith newly 
formed cells, many of which are lympho These 
spaces are the storage points of microvrganisms 
which are washed out by the autogenous cleansing 
by dialysis. Kubie thinks that the intravenous 1n- 
jection of hypotonic solutions is the best method of 
promoting fluid formation. 

With respect to surgical drainage, 
that to drain the two tentorial basins 
vertical incisions should be made abo 
the attachment of the tentorium. Du 
into the sigmoid sinus should drain th 
provide an indirect drainage pathwa) 
terna pontis. For drainage of the temp: 
field, which presents greater technica 
incisions should be made through the li: 
terior ramus of the sylvian fissure. |: 
direct drainage combined with the fo: 
method of Kubie should be of benefit 

GEORGE R. Mc.\ 


ised on 
ite from 
ilibrium 


rison says 
series 0 
d below 
incisions 
gion and 
the cis- 
shenoidal 
ficulties 
the pos- 
retically, 
drainage 


M.D 














per 


edia 
dly, 
ined 
ifter 
ften 


eries 
may 
mas 


rain- 
Olol.. 


ed on 
4 from 
brium 
be in 

creas 

ng the 
1s the 
ly dis 

central 
newly 
These 
anisms 
-ansing 
ous in 
thod of 


On Sa} , 
eres ol 
d below 
ncisions 
jon and 
the cis- 
henoidal 
ficulties, 
the pos 
retically, 
drainage 


M.D 





MOUTH 


Mitehe!!, A., and MacKenzie, J. R.: The Repair of 
Cle't Palate; with Notes on the Administration 
of Anzesthetics. Brit. J. Surg., 1932, xx, 214. 


For over twenty years the authors have been very 


dissatisied with the single-stage Langenbeck oper- 
ation. (uring the past year, in which they have di- 
vided procedure into two stages, they have ob- 
tained « successful result in nine out of ten cases. 
In the first stage, flaps are raised through short 
lateral incisions and the attachment to the posterior 
margin of the bony palate is cut. The raw edges are 


painted with Whitehead’s varnish. The time re- 
quired for the operation is about ten minutes. No 
mention is made of the artery. 

In the second stage, which is done from two to 
three weeks later if no signs of sepsis are present, 
the flaps are elevated, freshened, and sutured from 
before backward. 

The first stage is done under ordinary ether anes- 
thesia and the second stage under colonic oil-ether 
anwsthesia. JAmeEs BARRETT Brown, M.D. 


Mekie, D. E. C.: Buccal Carcinoma. 


1932, XV1, Q7I. 


Am. J. Cancer, 


Proper treatment of buccal carcinomata requires 
a knowledge of the histology of such tumors. The 
mucosa is a stratified squamous epithelium. While 
the general histological plan is constant throughout, 
there are regional variations of a most distinctive 
nature. 

It is believed that the basal cells are the parent 
cells of all of the superficial units. Broders states 
that they alone possess the power of reproduction. 

The division of a basal cell occurs in such a manner 
that one of the daughter cells remains attached to 
the basement membrane while the other is removed 
irom it. Downgrowth into the subepithelial tissues 
being prevented by the basement membrane, ac- 
commodation for the superficially placed daughter 
cell can be obtained only by elevation of the overly- 
ng cells. As the result of the tension exerted upon 
it, the superficially placed daughter cell assumes a 
spindle shape and lies with its long axis parallel 
with the surface. 

lhe squamous cells are not held together by a 
stroma. Each cell is suspended in a fluid medium. 
‘eparation of the more superficial cells is prevented 
by intercellular bridges. 

Certain parts of the buccal cavity are involved by 
malignant disease more frequently than others. 
Histological study suggests that, at least in some 
istances, this may be explained by special struc- 
tural features. For example, in the posterior third 
ol the dorsum of the tongue a completely cornified 
“yer Is totally absent and keratinization of cells is 
‘pparently seldom present. In the tonsillar region 
‘amination reveals an intimate relationship of the 
basal cells to the lymphoid tissue and irregularity of 
these cells. In places the two tissues appear to blend 

\ to some extent lose their individual distinction. 
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The acanthomata have been classified by Cade 
according to their gross appearance into the papil- 
lary, nodular, ulcerative, and fissured types. Cade 
believes that the malignancy of the neoplasms may 
be inferred from their gross characteristics, and 
that the papillary types are relatively benign while 
the fissured types are of the most malignant nature. 

Broders’ classification of malignant tumors is 
based on the hypothesis that the less the differentia- 
tion shown by the cells the more malignant the 
tumor. 

The conclusion has been reached that in squamous 
epithelium the basal cell alone is capable of repro- 
duction while the cytological changes occurring ip 
the superficial daughter cells are the result of degen- 
eration and death. Therefore one may ask: Can the 
term ‘‘differentiation” be applied to a process of 
degeneration and death? “Differentiation” is the 
term applied to the process whereby a living cell of 
a more highly specialized function arises from a cell 
less peculiarly endowed. 

This histogenesis of the buccal epithelial tumors 
under consideration is still a matter of dispute, but 
the author believes that basal cells are the origina 
tors of tumor growth. 

The tumor cells are disseminated by: 

1. Local invasion. 

2. Fascial planes. 

3. Lymphatic spread. Of 286 patients treated 
for malignant disease of the buccal cavity with 
extension to the glands, only 8 (2.79 per cent) were 
reported as finally cured. 

4. Blood spread. 

5. Neural spread. 

6. Salivary glands. A study of a large series of 
sections revealed only 3 cases of salivary gland 
metastasis. The author has confirmed the observa 
tions of Blair, who demonstrated subcapsular lymph- 
oid tissue aggregations in the salivary glands. 

7. Implantation. Implantation growths are rare. 

Leucoplakia is found most commonly as a sequel 
to syphilis, but is by no means always due to that 
condition. 

Histologically there are 4 chief variations from 
the normal: 

1. Subepithelial oedema, lymphocytic 
tion, and increased vascularity. 

2. Basal-cell irregularity and mitotic activity. 

3. An increase of the middle stratum of the 
epithelium with a degree of cellular oedema. 

4. Alteration of the cornified layers. 

The author regards the subepithelial changes as 
the primary reaction rather than as a secondary 
defensive change. 

In approximately 20 per cent of cases of carcinoma 
of the mouth the carcinoma is preceded by leuco- 
plakia. James Barrett Brown, M.D. 


infiltra 


Fraser, J.: Carcinoma of the Mouth and Tongue. 
Ann. Surg., 1932, xcvi, 488. 


Carcinoma of the mouth occurs more frequently 
in some areas of the mouth than in others. In the 
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anterior two-thirds of the tongue its incidence is 43 
per cent; in the palatoglossal sulcus, 20 per cent; in 
the gingivoglossal sulcus, 11 per cent; and in the 
floor of the mouth, 10 per cent. The author reports 
studies undertaken to determine whether in the 
areas affected especially often there are structural 
peculiarities which might in some measure explain 
the greater incidence of the disease in these parts. 

He found that the anterior two-thirds of the 
tongue show no outstanding variation of structure, 
the picture in this area being that characteristic of 
buccal epithelium in general. In the posterior third, 
the presence of lymphoid tissue probably affords 
some resistance to malignant epithelial change. 

In the palatoglossal area there are peculiarities of 
structure which may account for the high incidence 
of cancer. Here there are certain indistinct vertical 
ridges of epithelium (papilla foliata), the remnants 
of a structure which in man is an atavism with large 
numbers of epithelial cells having no definite func- 
tion. The fact that collections of these cells may be 
almost entirely cut off from communication with the 
surface probably increases the danger. 

In the floor of the mouth carcinoma occurs most 
frequently around the openings of the salivary ducts. 
The presence of junctional epithelium at these sites 
may be a factor favoring malignancy. 

While structural peculiarities may play a part in 
determining the sites of carcinomata in the mouth, 
there are other influences which act as the stimulus 
to the production of the erratic cell growth consti- 
tuting malignancy. 

First among the latter is age. The liability to 
cancer appears to increase with age until the maxi- 
mum incidence of the condition is reached between 
the seventy-fifth and eighty-fifth years. The in- 
fluence of age is probably due to an increase in cell 
instability causing the cells to undergo malignant 
changes under the influence of stimuli which, when 
they were younger, would not have effected them. 

Another factor of importance in the development 
of cancer of the mouth is irritation due to injury of 
the buccal mucous membrane. The fact that cancer 
of the mouth is 8 times more frequent in males than 
in females may be explained by injury of the buccal 
mucous membrane by tobacco and alcohol. Tobacco 
itself does not produce the disease, but in conjunc- 
tion with one or more irritants of a general or local 
nature, may be a factor in inducing the cell changes 
resulting in malignancy. Alcohol, and particularly 
raw spirit, is probably an important factor in the 
production of cancer. 

Syphilis has long been recognized as being in some 
way intimately related to the development of car- 
cinoma of the mouth. In determining its relation to 
the site of carcinoma in the mouth it is found that in 
cases of carcinoma of the tongue as a whole the in- 
cidence of syphilis is 42.3 per cent, whereas in cases 
of carcinoma of the dorsum of the tongue it is 78.3 
per cent. While it is possible that the vascular 
changes of a syphilitic infection are most marked in 
the dorsum of the tongue than in other sites, there is 


evidence that the association of the two conditions 
is related to leucoplakia. Leucoplakia of the dorsum 
of the tongue is one of the most frequent results of 
syphilis and in go per cent of the cases of carcinoma 
of the dorsum of the tongue the malignancy ‘as pre- 
ceded by leucoplakia. A close relationship between 
carcinoma of the dorsum of the tongue an: leuco. 
plakia thus seems to be established. 

The condition most constantly associ: 
carcinoma of the mouth and, in the author’: 
an important factor in its developmen: 
infection. 

Local irritants of any type influence th: 
tion of carcinoma and are of particular im 
in this respect in the sensitive epitheli 
mouth. 

In some individuals there is a liability to what 
may be termed epithelial instability, a tenvency for 
a malignant change corrected at one point to re- 
appear later at other sites in the mouth. Of the 
author’s series of 105 cases of carcinoma of the 
mouth, this tendency was found in 5. In « of thes 
cases the time intervals between the occurrence of 
the 2 lesions ranged from eight to fifteen years. 

The cell which invades the subepithelia! area be- 
longs to the cubical and basement-cell group. 

Different types of invasion may occur in the same 
tumor, but as a rule the uniformity is such that the 
type of cell invasion can often be surmised from the 
clinical appearance of the neoplasm. 

Under what may be considered characteristic cir- 
cumstances the cellular changes pass on to cell-nest 
formation and the metamorphosis is a reproduction 
of the process in normal epithelium occurring under 
altered conditions. 

Broders’ grouping of malignant tumors is of value 
for descriptive purposes and is based on a conception 
which has a certain scientific merit, but it is of most 
value as an index of the clinical state, the danger of 
malignancy being greatest in tumors with cells of the 
undifferentiated type. 

There are certain tumors arising from buccal 
epithelium which cannot be included in the acan- 
thomata group and show variations so great that it 
is impossible to include them in any single collective 
grouping. Tumors of this type seen by the author 
are: 

1. Spindle-celled epitheliomata. In these tumors 
the cells present a most curious fusiform «ppearance 
suggesting fibrosarcoma. 

2. Mucoid epitheliomata. 

. Alveolar epitheliomata. 

. Adamantino-epitheliomata. 

. Mixed tumors of salivary gland origin. 

. Endotheliomata. 

. Melanomata. 

. Lympho-epitheliomata. A bu! 
growing tumor of the right tonsil was ' 
sist of basal cells combined with num: 
cells of the lymphocyte type. 

The tumor formation extends by « 7 
nized modes and channels—local invasion, parc 
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larly along fascial planes; lymphatic spread; blood 
spread; and infiltration along the perineural spaces. 
Blood dissemination is not a serious risk because the 
epithelial malignant cell is apparently unable to 
exist for any length of time in the blood stream. 
This explains the rarity of visceral metastasis of 
buccal carcinoma. Because of perineural spread, 
referred nerve pain is one of the most distressing fea- 
tures of an established buccal carcinoma. 

The general term ‘‘surgical treatment”? may be 
applied to any of the following accepted methods: 

1. Excision of the tumor with the scalpel or by 
diathermy, together with radica! dissection of the 
related lymphatic field. 

2, Radium or X-ray treatment of the local area 
combined with radical dissection of the lymphatic 
field. 

3. Radium or X-ray treatment of both the local 
and the lymphatic areas. 

Radical excision consists in removal of the affected 
area by a wide excision, usually with the scalpel but 
sometimes by diathermy, and radical dissection of 
the related gland groups done coincidentally with, 
before, or after the main operation. 

In order to obtain an accurate idea of the prog- 
nosis it is necessary to divide the cases into 2 major 
groups: (1) those in which no glandular involvement 
is evident on clinical or microscopic examination, 
and (2) those in which glandular involvement is 
found at the time of operation. 

Of 68 cases in which the author performed the 
radical operation, a cure lasting for two years or 
longer was obtained in 23.5 per cent and death 
resulted in 29.4 per cent. Of the cases in this group 
in which there was no glandular involvement, a cure 
was obtained in 35.7 per cent and death resulted in 
9 per cent, whereas of those with involvement of the 
glands, a cure was obtained in 3.8 per cent and death 
resulted in 42 per cent. 

The mortality is lowest when the operation is per- 
formed in 2 stages, the glandular dissection being 
done either before or after the tumor excision. In 24 
cases in which the operation was performed in 2 
stages, the mortality was 8.3 per cent, whereas in 
cases in which it was performed in 1 stage the mor- 
tality was 52.6 per cent. 

The incidence of recurrence is lowest after the 1- 
stage or combined operation. 

The author divides his experience with radium 
therapy into 3 periods—the early period, the middle 
period, and the present time. His results have im- 
proved. He now uses a moderate dosage—from 100 
‘0 150 mgm. per cubic centimeter of tumor tissue— 
applied, when possible by surface application or, if 
this is impossible, by the interstitial method. 

Fraser believes that the lymphatic field is best 
dealt with by a radical block dissection. 

In conclusion he outlines the procedure now used 
by him in early cases of buccal carcinoma. In the 
preliminary treatment all areas of infection within 
the mouth are cleared up and when the interior of 
the mouth is sufficiently clean a radium-carrying 
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plate is applied so that the tumor area and a sur- 
rounding area of 1% in. are subjected to the influence 
of the radium. The healthy portions of the mouth 
are protected by means of a lead or a platinum 
screen. If the difficulties of surface application prove 
insuperable, interstitial irradiation is used. After 
the surface lesion has healed, the glandular tissue on 
the affected side is dissected. Following such treat- 
ment the patient is told to report at monthly inter- 
vals for a period of six months and then at intervals 
of three months for a period of two years. 
James Barrett Brown, M.D. 


NECK 


Duncan, W. S.: The Relationship of Thyroid Dis- 
ease to Chronic Non-Specific Arthritis. J. Am. 
M. Ass., 1932, xcix, 1239. 

Both hypothyroid and hyperthyroid states, de- 
spite their contrasting clinical pictures, are asso- 
ciated with arthritic syndromes. The arthritis of 
hypothyroidism belongs to the group of endocrine or 
hypoglandular joint diseases. It is associated with 
other manifestations of thyroid insufficiency and 
characterized by hypertrophic changes in the joints, 
particularly those of the lower extremities. Striking 
amelioration of symptoms and interruption of pro- 
gressive deformity follows the administration of thy- 
roid extract. Thyroid medication is indicated in all 
cases of polyarthritis in which the basal metabolic 
rate is lower than normal. 

In hyperthyroidism a pre-existing arthritis may 
be aggravated by the onset of the toxic thyroid 
state or arthritis may develop during the course of 
exophthalmic goiter. The joints most frequently 
affected are those of the upper extremities. The cap- 
sular and periarticular changes are similar to those of 
atrophic polyarthritis. The joint pain is severe and 
does not respond to the usual forms of arthritic 
therapy. If the condition is untreated, chronic pro- 
gressive polyarthritis with characteristic contrac- 
tures ensues. Adequate surgical therapy directed 
toward the hyperthyroidism results in astonishing 
relief of the pain and disability and sometimes in the 
disappearance of even gross deformities. If therapy 
is delayed too long, irremediable joint changes result. 

LEo M. ZimmMerRMAN, M.D. 


Parcelier: The Indications for Operation and the 
Value of Surgical Treatment in Basedow’s 
Disease (Indications opératoires et valeur théra- 
peutique du traitement chirurgical dans la maladie 
de Basedow). J. de méd. de Bordeaux, 1932, cix, 607. 


Good results are claimed for medical, surgical, and 
roentgen treatment of Basedow’s disease. Aside 
from symptomatic measures, medical treatment con- 
sists of rest and the administration of iodine. This 
usually results in striking immediate improvement 
and lowering of the basal metabolic rate. Occasion- 
ally it is followed by permanent and definite recov- 
ery, but as a rule the improvement is only transi- 
tory. In some cases iodine fails to affect the course 
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of the disease, and occasionally it even aggravates 
the condition. 

When X-ray irradiation is beneficial the improve- 
ment occurs slowly so that at least six months must 
be allowed for the treatment and, as after medical 
treatment, is usually transitory. In at least 30 per 
cent of the cases no improvement occurs, and in 
some cases the irradiation renders the condition 
worse, even precipitating acute crises. If surgery 
becomes necessary after X-ray therapy the opera- 
tion is more difficult and dangerous because of ad- 
hesions which obliterate normal cleavage planes and 
because of increased friability of the vessels which 
interferes with hemostasis. 

The surgical treatment of Basedow’s disease may 
be directed toward the sympathetic nervous system 
or the thyroid gland, but surgery directed to the 
sympathetic system has been largely abandoned. 
Operations on the thyroid gland have become nar- 
rowed down to subtotal thyroidectomy in one or 
more stages. Subtotal thyroidectomy results in 
marked amelioration of the symptoms and restora- 
tion of the basal metabolic rate to normal. The 
pulse rate is slowed by the operation, but remains 
instable. This treatment alone yields permanent 


results. Its disadvantages are the inevitable mor- 
tality and the more or less disfiguring scar. 
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In mild cases of hyperthyroidism medi 


ment should be given a trial. If the basal m: 


rate falls to within +15, the patient shoul: 
operated upon but should be kept under 
tion. If recrudescence occurs or if the pat 
not respond to iodine therapy, immediate 
ectomy should be done. In early cases the : 
is practically nil and recovery is complete 

In cases of moderate severity (with ba 
bolic rates between +30 and +69) med 
ment may be tried, but must not be cont 
long. As soon as it becomes evident tha: 
treatment alone is inadequate, irradiation « 
must be employed. While the author favor 
he allows the patient to choose between 
and irradiation. If X-ray treatment fail 
becomes the only alternative. In most ca 
type operation can be done in one stage, b 
of them two or more stages will assu: 
safety. 

In severe cases or those in which med 
ment has been continued too long, surge 
advisable and the thyroidectomy must | 
one or more steps. 

In the acute, fulminant forms of the 
types of therapy may be of no avail. 

Leo M. ZIMMERM 
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SURGERY OF THE 


BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Dandy, W. E.: The Treatment of Trigeminal 
Neuralgia by the Cerebellar Route. Ann. Surg., 
1932, XCVi, 787. 

The author reports on 250 cases of trigeminal 
neuralgia in which he has operated by the cerebellar 
route since 1925. In the last 150 cases there were no 
deaths or postoperative complications. Dandy de- 
scribes the operation and lists the advantages of the 
cerebellar route as compared with the temporal 
route as follows: 

1. The absence of postoperative keratitis. 

2, Avoidance of injury to the motor root of the 
trigeminal nerve. 

3. Avoidance of injury to the facial nerve. 

4. The possibility of discovering in the posterior 
fossa the cause of the condition, such as a tumor or 
arterial loops, which would be missed by the use of 
the temporal route. 

3. The facility of operating on bilateral trigeminal 
neuralgia in 1 stage. When the temporal route is 
used, 2 operations are necessary. 

6. The ease of re-operating in cases of recurrence. 

7. The practicability of dividing, in the same ap- 
proach, the eighth and ninth nerves when this is 
necessary. Davin J. Impastato, M.D. 
Moore, R. F.: Ocular Manifestations of Lesions of 

the Fifth Nerve. Brit. M.J., 1932, ii, 783. 


I'he gasserian ganglion corresponds to the dorsal 
root ganglia of the spinal nerves and may be in- 
volved in pathological processes common to the 
latter. The fifth cranial nerve may be involved by 
the spread of inflammation from middle ear disease, 
basal meningitis, tumor of the cerebellopontine angle, 
ir inflammatory or neoplastic processes anywhere 
in its peripheral course. 

Occasionally herpes zoster, for which a definite 
etiological agent is unknown, involves the fifth 
nerve. One of the usual symptoms is severe head- 
iche with occasional vomiting from involvement of 
the meningeal branch of the first division. Common 
omplications are corneal affections, irididocyclitis, 
vcular palsies, and optic atrophy. The eye is seldom 
volved unless the nasociliary nerve is affected. 

In corneal involvement, the cornea becomes the 
‘ite of patchy interstitial inflammation from which 
permanent opacities often result. Occasionally the 
“urlace epithelium is raised to form vesicles and small 
cers result. Permanent impairment of the sensi- 
‘ivity of the cornea is common and occasionally so 

mplete as to lead to neuroparalytic keratitis. 

With regard to corneal ulceration following loss of 
‘thsation in the cornea the author says that anas- 
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thesia of the cornea alone will not produce ulcera- 
tion, for if the cornea is completely protected by a 
tarsorrhaphy (suturing together of the lids) ulcer- 
ation will not develop, and when protection is af- 
forded by tarsorrhaphy ulcers heal quickly. More- 
over, ulcers rarely develop in the area of complete 
corneal anesthesia following corneal section for 
cataract but will form under the influence of ex 
posure without loss of sensitivity. Persons who lie 
with the lids partly open so that the lower part of 
the cornea is exposed, persons with exophthalmic 
goiter whose eyes are so prominent that they cannot 
be closed, and animals with exceptionally protuber 
ant eyes, such as Pekinese dogs, are prone to develop 
corneal ulceration. 

The author believes that the formation of ulcers 
is favored by decreased secretion of tears, decreased 
blinking, and loss of pain sensation to small noxious 
agents. He concludes that tarsorrhaphy should al- 
ways be done when the gasserian ganglion is de 
stroyed for tic douloureux, and the lids left together 
for a period of from four to six months. 

Recently Moore has seen several cases in which 
corneal ulcers followed an old mustard-gas burn of 
the cornea. From the appearance and reaction of the 
lesions he concludes that such ulcers should be 
considered trophic lesions.  Joun W. Epron, M.D. 


Howell, C. M. H.: Ocular Manifestations of Lesions 
of the Fifth Nerve. Brif. M.J., 10932, ii, 780. 


The author has never noted any abnormality of 
ocular movements from complete loss of sensation 
in the first division of the fifth nerve and believes 
that the chief danger of this condition is ulceration 


of the cornea of the desensitized eye. 
to answer the following questions: 

1. Is the occurrence of corneal ulceration de 
pendent upon the part of the afferent path affected? 

2. What may be done to prevent ulceration and 
how should it be treated? 

3. What are the ultimate results of such ulcera 
tion likely to be? 

In answering the first question he states that when 
a lesion affects the first afferent neurone in its 
extramedullary portion, ‘spontaneous corneal ulcer” 
is likely to occur. He has never seen such an ulcer 
develop from a supranuclear or intramedullary 
lesion. Corneal ulcer is more likely to be produced 
by acute injury, such as trauma from the surgeon’s 
hands, acute inflammation, as in herpes affecting 
the gasserian ganglion, and damage caused by the 
injection of alcohol than by a more slowly destruc- 
tive process such as that associated with tumors. 
Corneal ulcers resulting from anesthesia usually 
develop within the first fortnight. Thereafter the 
risk steadily diminishes. If the patient escapes 


He attempts 
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ulceration for a month, the danger of the develop- 
ment of ulcers later is slight. In the irradiation of 
tumors it must be borne in mind that the desensi- 
tized eye endures X-ray irradiation very poorly. 

To prevent corneal ulceration the author keeps the 
upper lid strapped down for a couple of weeks. At 
the end of that time he allows the lids to be open, 
but has the patient wear an eyeshield. At first the 
eyeshield is worn indoors as well as outdoors and 
then outdoors only. Finally it is removed altogether. 
With the first sign of trouble—persistent injection 
of the conjunctival vessels—Howell sutures the lids 
together and leaves them sutured for from four to 
six months. When this is done any ulcers which 
may have formed—and ulcers form very quickly— 
will usually be very superficial and will generally 
heal without leaving a corneal opacity. 

Joun W. Epton, M.D. 


SPINAL CORD AND ITS COVERINGS 


Schaller, W. F., Roberts, A. M., and Stadtherr, 
E. F.: Acute Myelitis (Myelomalacia): Syn- 
drome of Occlusion of the Anterior Spinal Ar- 
tery at the Fifth Cervical Cord Segment. J. 
Am. M. Ass., 1932, XCix, 1572. 

Two cases of acute myelitis illustrating the syn- 
drome of occlusion of the anterior spinal artery at 
the fifth cervical cord are reported. 

The first case was that of a woman forty-two 
years of age who noted slight nausea and weakness 
of her hands when she arose in the morning and 
within an hour developed complete flaccid paralysis 
below the neck. Later the paralysis became spastic 
and there were aching pains in the back and along 
the course of the sciatic nerves. Examination by 
the authors five months later revealed marked weak- 
ness, atrophy, and flaccidity of all the muscles of the 
upper extremities. The muscles of the trunk and 
lower extremities were spastic and did not respond 
to volition. Joint, muscle, vibratory and cutaneous 
tactile sensibility were preserved throughout. Pain 
and temperature sensibility were impaired between 
the fifth cervical and the fourth thoracic segments, 
and were absent below that level. 

The second case was that of a man forty-two years 
of age who awoke one morning with a feeling of 
stiffness in his arms, legs, and trunk and was unable 
to move any part of his body except his head and 
neck. Three and a half months later, when he was 
examined by the authors, there was generalized 
weakness of the muscles of the extremities with an 
“obstetrical’’ type of hand. Cutaneous sensibility 
to pain and temperature was diminished below the 
clavicles. Joint, muscle, vibratory, and tactile sen- 
sibility were intact. Three months after the onset 
of the illness the patient was able to get around 
quite well, but felt insecure when standing. His 
fingers were so stiff he was unable to perform fine 
movements. 

The authors discuss the blood supply of the spinal 
cord and call attention to the dual blood supply of 


the posterior two-thirds of the cord and the relative 
avascularity of the anterior one-third. The posterior 
portion of the cord is apparently well protected 
against ischemia. Therefore deep sensibility and 
touch are generally preserved, whereas pain and 
temperature sense, which are carried along the 
tracts that cross through the commissures ani as- 
cend in the anterolateral part of the cord, are often 
affected. The acute myelitis is produced by vas- 
cular occlusion which in many instances occurs in 
vessels already damaged by syphilis or arterio- 
sclerosis. In both of the authors’ cases the VW isser- 
mann reaction was negative. 

Acute myelitis is not a progressive disease. 
reaches its height within a few hours and then ¢ 
ually improves. Rosert ZOLLINGER, } 


PERIPHERAL NERVES 


Pollock, L. J., and Davis, L.: Peripheral Nerve In- 
juries. Tenth Installment. Am. J. Sur 
XViii, 151. 


1932, 


In continuing their discussion of brachia! plexus 
injuries the authors state that the sensory loss asso- 
ciated with such lesions is a less reliable index of the 
extent and severity of the injury than the motor 
loss. In describing the signs of recovery in lesions of 
the brachial plexus they state that while recovery is 
often only partial, it may become complete in from 
a few months to two years. They report cases of 
brachial plexus injury with concomitant injury to 
the spinal cord, and describe in detail the anatomy 
of the brachial plexus and its branches. 

The mechanism of indirect injuries to the plexus 
is considered to be the same in adults and infants. 
In infants such injuries appear as birth palsies. 

The surgical treatment of brachial plexus injuries 
is seriously complicated by possible lesions of asso- 
ciated structures (hemorrhage beneath the cervical 
fascia, combined lesions of the axillary artery). In 
cases of severe plexus lesions surgical treatment is 
disappointing because of the location of the lesion 
within or near the intervertebral foramina, which 
makes it surgically unapproachable. In many of the 
less severe lesions a surprisingly good functional 
result is yielded by careful neurolysis. The technical 
steps in operations on the brachial plexus are de- 
scribed in detail. 

The authors next discuss the mechani: 
symptoms, and surgery of lesions of the sciatic n 
As in the case of the median nerve, some injuries of 
the sciatic nerve result in a painful type of paralysis. 
However, the injuries are painful only when there's 
injury to the fibers of the tibial nerve. W th regard 
to the surgery of the sciatic nerve—the aut ors state 
that, because of the division of this nerve into tibial 
and peroneal components and the possibility of in- 
jury to one without injury of the other, great cares 
necessary in determining the extent of the injury. 

In conclusion the authors discuss the signs, syP- 
toms, and surgery of lesions of the peroneal nerve 

HAE Haves, M.D: 


, signs, 
c nerve. 
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SURGERY OF THE 
MISCELLANEOUS 


Davis, L., Pollock, L. J., and Stone, T. T.: Visceral 
Pain. Surg., Gynec. & Obst., 1932, lv, 418. 


Following a review of the hypotheses regarding 
vi | pain which have been advanced up to the 
present time and of the anatomical and experimental 
evidence cited in support of them, the authors dis- 
cuss the transmission and reference of the pain pro- 
duced by distention of the gall bladder. On distending 
the gall bladders of cats they found: 

1. Abolition of respiratory response and pain fol- 
lowing section of the right splanchnic nerve. 

2. Persistence of respiratory response and pain 
after section of the left splanchnic nerve. 

3. Persistence of pain following section of all the 
thoracic and the first lumbar anterior roots. 

4. Abolition of respiratory response and pain fol- 
lowing section of a sufficient number of posterior 
roots. 


5. Persistence of the respiratory response and 
pain following severance of the right intercostal 
nerves close to the rami communicantes. 

6. Persistence of pain after section of the right in- 
tercostal nerves with successive section of the 
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phrenic nerve, brachial plexus, cervical sympathetic 
trunk, stellate ganglion, and vagus. The authors 
believe this finding indicates that the visceral affer- 
ent impulses traveled by way of the splanchnic nerve 
alone. 

It was noted, however, that the character of the 
response after section of the intercostal nerves was 
modified in that greater distention of the gall blad- 
der was necessary and the struggling was relatively 
less than in the otherwise normal animal. The 
authors therefore believe that it is necessary to de- 
vise another experiment for the study of referred 
pain in cats. 

After the injection of o.1 mgm. of nicotine per 
kilogram of body weight there was abolition of 
response to distention of the gall bladder, but per- 
sistence of response to nociceptive stimuli to the 
foot. After the elapse of a variable length of time, 
respiratory responses and pain were again elicited 
by distention of the gall bladder. 

The authors believe that when it is possible to 
conceive a preparation in which only referred pain 
may be produced, continued studies with nicotine 
may serve further to elucidate this difficult problem. 

HALE Haven, M.D. 





SURGERY OF THE CHEST 


CHEST WALL AND: BREAST 


Twort, C. C., and Bottomley, A. C.: The Etiology 
of Breast Cancer. Lancet, 1932, ccxxiii, 776. 


On the basis of experimental work carried out on 
rats, the authors suggest that the chief etiological 
factor in carcinoma of the breast is a group of com- 
pounds containing the carbon skeleton of phenan- 
threne acting in conjunction with oleic and other 
unsaturated fatty acids. They advance the theory 
that the female breast which is not allowed to func- 
tion normally is more likely to develop cancer than 
the breast which has lactated because, in the former, 
decomposition of the excretory products and subse- 
quent liberation of oleic acid and other fatty acids 
occurs. Under such conditions the products of de- 
composition will be unable to find their way to the 
surface and will remain in the gland acini and ducts 
which represent a modified epidermal cell. 

Joun H. Gartock, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Bull, P.: Thoracoplasty in the Treatment of Pul- 
monary Tuberculosis (Die Thorakoplastik in der 
Behandlung der Lungentuberkulose). Verhandl. d. 
7 Konf. internat. Ver. igg Tbk., 1932, p. I. 


Patients with unilateral or practically unilateral 


pulmonary tuberculosis in whom artificial pneumo- 
thorax cannot be induced or does not give the de- 
sired result can be cured by complete or partly extra- 
pleural thoracoplasty alone or combined with 
pneumothorax or phrenic exeresis. The operation 
should be undertaken only after consultation with 
the general practitioner who, after a prolonged pe- 
riod of observation, is in a position to form a definite 
opinion as to the prognosis of the case. Clinical 
symptoms must be absent in the other lung or, if 
present, must be slight and stationary. 

The extrapleural thoracoplasty is carried out 
through a paravertebral incision with resection of 
the ribs from the eleventh or tenth rib up to, and 
including, the first. The resection of the ribs must be 
done as far back as possible, preferably close to the 
transverse processes of the vertebra. The two-stage 
operation has a lower mortality than the one-stage 
operation. The operation does not cause marked 
permanent injuries. The choice of local or general 
anesthesia is of little importance in the result. 

Thoracoplasty is indicated when sanatorium treat- 
ment for three or four months does not lead to im- 
provement and pneumothorax cannot be induced 
successfully. Repeated hamoptysis is a special in- 
dication. Cavities as large as a walnut or larger 
heal more rapidly and more surely after an operation 
than with expectant treatment. If a cavity does not 


collapse after thoracoplasty, it can be collapsed by 
pneumolysis with fat or paraffin filling or by tam- 
ponade or drainage. The chronic productive furm of 
tuberculosis is best suited for thoracoplasty. !n the 
purely exudative forms of tuberculosis, thoraco 
plasty is much more dangerous. From 35 to jo per 
cent of the patients who can be saved by nv other 
means are rendered able to work by thoraco; lasty 
About 20 per cent derive some benefit from the oper 
ation, but die later from tuberculosis. About 
per cent are not benefited, about 6 per cent !:ecome 
worse, and about ro per cent die from the interven 
tion or within eight weeks. All sanatorium physi- 
cians and general practitioners should know the 
indications for thoracoplasty and the results of the 
operation. Today no one has the right to deprive 
patients of the advantages of this treatment if the 
are suited for the operation. RAEscui): (Z 
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Terracol: The General Indications for Broncho- 
scopic Treatment of Bronchopulmonary Sup- 
purations (Les données générales du traitement 
bronchoscopique des suppurations — broncho-pul 
monaires). Arch. méd.-chir. de ’appar. res pir., 1932 
vii, 193. 
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Following a brief review of the history 
choscopy from the conception of the proc 
Horace Green of New York in 1928 dow 
present time, the author describes the 
instruments used by different bronchosco; 
technique of the procedure, and the posit 
patient. He emphasizes that before bron 
examination or treatment is undertaken 11 
pulmonary suppuration a very careful stud 
patient should be made. If a foreign bod 
in a bronchus it should be removed at onc 
cause of the suppuration is obscure, the si 
character of the bacterial flora of the abscess 
be determined with care. It is genera! 
that bronchoscopy is indicated in cases of | 
abscess near the hilum, and surgery 11 
juxtaparietal abscess of the lung. In cas 
well-defined abscess with little pericavita: 
the prognosis of bronchoscopic treatme! 
The character of the treatment depend 
siderable degree on the character of thi 
flora. In cases of anaérobes, aspiration 
plies oxygen acts quite rapidly, whereas 
spirochetes it is less effective. When 
cavity is accessible, aspiration, inst! 
cauterization may be done. If no imp: 
noted after from three to six treatme! 
period of from seven to ten weeks, sur; 
vention should be considered. 

Bronchoscopic treatment yields its be: 
cases of acute pulmonary abscess. | 
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chronic abscess it is an excellent palliative pro- 
cedure as it assures drainage and gives the patient a 
sense of well being. In bronchiectasis its immediate 
result is always good, but recurrences are frequent. 
In pulmonary gangrene it is of no avail. 

FRANK B. Berry, M.D. 


Davidson, M.: Intrathoracic New Growths and the 
Value of Bronchoscopy in Diagnosis and Treat- 
ment. Brit. M.J., 1932, ii, 617. 

For (he complete investigation of a case in which 
the presence of an intrathoracic tumor is suspected 
the following procedures should be carried out in the 
order in which they are given: (1) careful recording of 
the history, (2) physical examination, (3) roentgen 
examination, including fluoroscopy and roentgenog- 
raphy in the lateral and anteroposterior planes, (4) 
the use of lipiodol, and (5) examination with the 
bronchoscope. In this scheme it is important for the 
physician, roentgenologist, and bronchoscopist to 
work together as far as possible. 

Primary bronchial and pulmonary growths may 
be divided into the following clinical groups: (1) 
those in which hemoptysis is the initial symptom, 

2) those in which the first manifestation of illness 
is the occurrence of a pleural effusion, (3) those in 
which there is a localized infection in the thorax due 
to the breaking down of a growth, (4) those with an 
unexplained bronchitis which is usually associated 
with dyspnoea and occurs especially in elderly per- 
sons, and (5) obvious cases in which the presence of 

a massive growth is at once suggested by the symp- 

toms and signs of pressure. The author reports four 

illustrative cases in detail. 
Epwarp D. CHurcHILL, M.D. 


Pancoast, H. K.: Superior Pulmonary Sulcus Tu- 
mor. J. Am. M. Ass., 1932, XCix, 1301. 

Pancoast reports seven cases of tumor at the upper 
thoracic inlet which were characterized clinically by 
pain around the shoulder and down the arm, 
Horner’s syndrome of cervical sympathetic paralysis, 
and atrophy of the muscles of the hand. The roent- 
genogram showed a small homogeneous shadow at 
the extreme apex, with destruction of one or all of 
the upper three ribs in their posterior aspects and of 
the adjacent transverse processes, and sometimes 
with slight erosion of the bodies of the vertebri. 
Death occurred as a result of what seemed to be a 
trivial growth without detectable metastases. 

As the use of the term “apical chest tumor”’ to 
designate tumors of this type has been found in- 
advisable, the author suggests the term “superior 
pulmonary sulcus tumor” as a substitute. The dis- 
ease entity is described on the basis of its clinical 
rather than its histopathological characteristics. In 
one Instance the specimen removed for biopsy was 
identified as a spinocellular carcinoma. In another, 
the biopsy diagnosis was merely carcinoma. Despite 
the lack of further pathological data, the author 


reg 


gards this tumor as a distinct entity possibly aris- 


ing in an embryonal epithelial rest. He believes that 


THE CHEST 


(ere) 


a primary carcinoma of the lung can be excluded, 
but does not present the evidence on this point in 
detail. The tumors appear to be resistant to irradia 
tion. EpWARD D. CuurcHILL, M.D. 


Pirchan, A., and Sikl, H.: Cancer of the Lung in 
the Miners of Jachymoy (Joachimstal). Am. J. 
Cancer, 1932, Xvi, OS8t. 


While Jachymov (Joachimstal), a small mining 
town with about 8,oo0 inhabitants situated on the 
Bohemian side of the Erz mountains in Czechoslo 
vakia, has been world-famous as a source of radium 
from the beginning of the present century, the his- 
tory of its mines is still older. Here, as in Schnee 
berg, there has been for a long time a considerable 
mortality from pulmonary disease among the miners. 
The miners call the disease Bergkrankheit or Berg 
sucht. 

Asa result of systematic clinical examinations and 
especially of autopsy studies, it has been established 
that lung cancer is highly prevalent in Jachymov 
miners. Of 13 miners coming to autopsy in 1920, 
pulmonary cancer was found in 9. In 5, generalized 
metastasis had occurred by way of the lymphatics as 
well as by way of the blood stream. The anatomical 
form of the tumors showed no special features. ‘The 
circumscribed form was the most frequent. Histo 
logically, the tumors were classified as oat-celled 
carcinomata, epidermoid carcinomata, and primary 
pleural carcinomata. 

The course of the disease varied. In 2 cases there 
was a history of specific symptoms for from six to 
nine years. In the rest, the course of the condition 
was much shorter. In the case with the shortest 
duration the symptoms had been noted for only ten 
weeks. It is highly probable that in some cases the 
tumors developed a considerable time before the 
first appearance of the symptoms and the symptoms 
were due to generalization. It was impossible to 
draw definite conclusions as to the incubation of the 
tumor after the man ceased work. In 1 case the 
period was apparently twenty-seven years. The 
time spent in the mines by the men with carcinoma 
ranged from thirteen to twenty-three years. Only 2 
of the men belonged to the active staff. The others 
had been out of work for from one to twenty-seven 
years. 

Unlike the Schneeberg cases, no notable degree of 
anthracosis or silicosis was found in the lungs of the 
miners coming to autopsy except in the case of 1 man 
who was non-cancerous. Therefore no importance 
can be attached to these conditions in the genesis of 
the tumors. Chemical analysis of lung tissue in 1 
case for arsenic, bismuth, cobalt, nickel, and uranium 
gave a negative result. It was impossible also to 
prove radio-activity. 

As the most probable cause of tumors, radium 
emanation, which is contained in the air of Jachymov 
pits up to 50 maché units, might be considered. A 
cumulative effect of small quantities of emanation 
inhaled for a period of many years may be assumed. 

Epwarpb PD. Cuurcuitt, M.D. 
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McEnery, E. T., and Brennemann, J.: Aspiration 
in the Treatment of Empyema in Children, 
with a Critical Evaluation Based on Ninety- 
Four Cases. Am. J. Dis. Child., 1932, xliv, 742. 


In the ninety-four cases of empyema in children 
treated by aspiration which are reviewed by the 
authors the total mortality was 12.8 per cent. 
Seventy-two per cent of the patients recovered with- 
out operation, 70 per cent were cured by aspiration 
alone, and two recovered following spontaneous 
rupture through a bronchus without local treatment. 
In thirteen cases in which operation was done after 
repeated aspirations the only death was due to 
tuberculous meningitis. In 54 cases, pyopneumo- 
thorax occurred. In twelve, it occurred spontaneous- 
ly, and in forty-two after aspiration. In the former 
there were no deaths, and in the latter eight deaths. 
The authors’ formerly expressed opinion that this 
complication is relatively harmless remains un- 
changed. Spontaneous pneumothorax, which was 
always accompanied by the free coughing up of pus, 
seemed, on the whole, a help rather than a hindrance 
to quick recovery. 

Infants and young children do better when treated 
by aspiration alone than when treated by open 
operation, and respond more favorably to aspiration 
than older children. 

In sixty-seven (71 per cent) of the ninety-four 
cases reviewed the empyema was due to the pneu- 
mococcus; in nine (9.6 per cent), to a staphylococcus; 
in seven (7.4 per cent), toa hemolytic streptococcus; 
and in three (3.1 per cent), to the streptococcus 
viridans. In one instance the only organism ob- 


tained was the bacillus pyocyaneus. The mortality 


as related to the types of organisms was as follows: 
pneumococcus, 7.5 per cent; streptococcus hemo- 
lyticus, 28 per cent; streptococcus viridans, 33.3 per 
cent; and staphylococcus, 44.4 per cent. A staphyl- 
ococcus was responsible for 33.3 per cent of the total 
number of deaths and 80 per cent of those of infants 
under two years of age. 

In no instance was there a recurrence of the 
empyema due to an undrained or unabsorbed residue 
of pus. The only serious complication was pericarditis 
with fluid in the pericardial sac in two cases. Both 
of the patients with pericarditis recovered, one with, 
and the other, without local treatment. In a num- 
ber of cases, nephritis was present when the em- 
pyema first appeared. While this condition made the 
authors favor earlier operation, they were unable to 
note any difference in its course in the cases which 
were operated upon and those which were not oper- 
ated upon. 

The authors are convinced that fairly large 
amounts of pus can safely be left to absorb, and that 
certain patients with limited empyema will get well 
without treatment. From a review of the literature 
they conclude that the theoretical benefits of the 
use of ethylhydrocupreine have not been demon- 
strated in practice. They state that empyema is not 
a condition requiring an emergency operation as was 
once believed. The danger inherent in open pneumo- 
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thorax following early operation performed before 
there is time for fixation of the mediastinum, walling 
off and ripening of the pus, and subsidence o/ the 
acute infectious process is greatest in early childhood 
and was largely responsible for the high mortality 
in infancy in the past. This danger is avoided by 
aspiration for a time, with or without subsecuent 
operation, and by other efficient closed methods 
with or without preceding aspiration. In all cases 
of empyema in children, regardless of the patient's 
age or condition or the causative organism, aspira- 
tion should be performed for a period of time de- 
pending on the patient’s reaction as regards tempera- 
ture, tonicity, progress of the local condition. and 
general condition. If, after a reasonable time and a 
reasonable number of aspirations, the course of the 
disease seems unduly prolonged or uncertain, open 
operation with simple incision and tube drainage 
should be performed. Rib resection should be done 
only if it seems indicated because of inadequate 
intercostal space. In the first two years of life, and 
especially in the first year, aspiration or some other 
closed method is the procedure of choice. 


CHARLES Baron, \I.D. 


HEART AND PERICARDIUM 


Powers, J. H.: The Surgical Treatment of Mitral 
Stenosis. An Experimental Study. Arc/:. Surg., 
1932, XXV, 555- 

In a previous communication the author described 
his method of producing chronic mitral stenosis in 
dogs. Electrocoagulation of the mitral valve is fol- 
lowed by intravenous innoculation with cultures of 
streptococcus viridans. Five dogs in whom this 
lesion was produced were subjected to partial val- 
vulectomy by surgical measures. The animals died 
within from three hours to nine days after the opera- 
tion. Physiological and pathological observations 
on these animals are used by the author to support 
his contention that death was due to acute cardiac 
failure attendant on the abrupt and radical conver- 
sion of uncomplicated stenosis into stenosis with 
insufficiency. It is believed that the creation of a 
large defect in the scarred and contracted oritice of 
mitral stenosis is an extremely hazardous procedure 
on account of the liability to fatal acute cardiac de- 
compensation. Epwarp D. Cuurcuiii, M.D. 


Mead, C. H.: Metastatic Carcinoma of t/e Heart 
Secondary to Primary Carcinoma of ¢':e Lung. 
J. Thoracic Surg., 1932, ii, 87. 

In the 


Carcinoma of the heart is extremely ra 
eportec 


case of metastatic carcinoma of the heart sep: 
by the author, that of a man sixty-five years ol age, 
the clinical diagnosis was not established «c/initely 
and an exploratory operation was performed. A 
tumor was discovered in the anterior port)" ol the 
right chest. Autopsy showed this to be a carcinoma 
which, originating in the right lung, had en (ered and 
grown in the right pulmonary vein and involved the 
right atrium. The carcinomatous tissue ))2d pene- 
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trated the bicuspid valves and projected into the . Hodgkin’s disease. 
left ventricle. On microscopic examination the . Leukemic lymphoma. 
tumor was found to be a typical bronchogenic car- . Leucosarcomatosis. 
cinoma. . Thymic carcinoma. 
The author reviews the literature on primary and 
metastatic tumors of the heart. The most common . Dermoids. 
source of carcinoma of the heart is carcinoma of the . Other cysts, including echinococcus cysts and 
lungs. Carcinoma of the heart has no pathogno- ciliated epithelial cysts. 
monic signs and is rarely if ever diagnosed clinically. 3. Ganglionic neuromata and neurofibromata. 
Epwarp D. Cuurcaitt, M.D. . Benign connective-tissue tumors, including 
fibroleiomyomata, fibromata, chondromata, 
(ESOPHAGUS AND MEDIASTINUM and lipomata. 7 
The author reports in detail nine cases of various 
types of primary mediastinal neoplasms and dis- 
cusses the differential diagnosis of these neoplasms 
in relation to the age of the patient, the duration of 
Primary neoplasms of the mediastinum are classi- the disease, the clinical findings, the roentgeno- 
fied as follows: graphic findings, and the reaction of the neoplasm 
A, Malignant. to a test dose of irradiation. He disapproves of 
1. Lymphosarcoma. attempts to classify mediastinal tumors on the basis 
(a) Small round-cell lymphosarcoma (malig- of radiosensitivity as occasionally lymphosarcoma, 
nant lymphocytoma). Hodgkin’s disease, leucosarcoma, and the leukaemic 
(b) Large round-cell lymphosarcoma (reticu- lymphoma group are radioresistant. 
lum-cell lymphosarcoma). Epwarp D. CuurcuiLt, M.D. 


Haagensen, C. D.: The Differential Diagnosis of 
Primary Neoplasms of the Mediastinum. Am. 
J. Cancer, 1932, Xvi, 723. 
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ABDOMINAL WALL AND PERITONEUM 


McNealy, R. W., and Lichtenstein, M. E.: 
operative Hernia. Am. J. Surg., 


Post- 
1932, XVill, go. 

The authors present experimental evidence and 
clinical observations relative to the etiological fac- 
tors in the production of postoperative hernia. The 
most common of these factors are: 

1. Excessive tension on the suture line. This 
results in tearing out of the sutures with the insinua- 
tion of abdominal contents between the previously 
approximated layers. 

2. Malocclusion of the layers of the abdominal 
wall. The suturing of fascia to fatty tissue does not 
result in firm union. Like layers must be approxi- 
mated, such as fascia to fascia and skin to skin. 

3. Too prolonged perforation of the abdominal 
wall by a drain. This results in a fibrous ring-like 
opening in the fascial layers through which the 
abdominal contents may later protrude. 

1. Infection causing sloughing of the fascial in- 
vestments of the abdominal wall. This is usually due 
to too firm approximation of the fascial layers which 
interferes with their blood supply. 

5. Muscle paralysis due to excessive trauma to 
muscle tissue from the use of retractors or severance 
of the nerve supply resulting in loss of the spasm of 
the muscle which acts as a splint over the subjacent 
sutured layers. 

6. Systemic conditions such as diabetes, tuber- 
culosis, and carcinomatous infiltrations which in- 
hibit firm union. 

The authors emphasize the importance of the in- 
tact transversalis fascia as a buttress to the ab- 
dominal wall, the accurate approximation of incisions 
through this layer, the accurate approximation of 
like structures, and the relief of tension on the su- 
ture line after closure of an abdominal wound by the 
intelligent application to the abdomen of binders 
and adhesive tape. 


Tasche, L. W.: 
Arch. Surg., 


The Etiology of Femoral Hernia. 


1932, XXV, 


740- 

The author first reviews the various theories re- 
garding the cause of femoral hernia. In order to 
determine accurately the size of the lacuna vasorum 
he measured it in fresh autopsy specimens from thirty 
female and thirty-four male premature and newly 
born infants, eight children of various ages, thirty 
women and thirty men. From these and other 
studies the following facts are apparent: 

Femoral hernia are relatively uncommon before 
the age of twenty years and probably have never 
been seen before the age of two years. They increase 
in frequency with age. They are more common in 
females than in males, and in women who have 


borne children than those who have not borne c} 


dren. Heavy manual labor, asthma, chronic « 
and debilitating diseases are often factors in 
appearance if not in their original formation 


are eight times more likely to become strang| 


than inguinal hernia. A large number of th 
seen at operation are empty. Most of the: 
small even when they contain omentum or | 
When abdominal contents are present in th 
they are frequently strangulated. Most sa 
surrounded by a definite layer of fat. Recu: 
following hernial repair, including removal 
sac, are common. 

Autopsy on adult bodies often reveals peri 
diverticula which were unrecognized during |i! 
a rule they are empty. These pouches are a 
mon in males as in females. Femoral div: 
have never been found in newborn infants wh 
otherwise normal. 

Femoral hernia have been recognized c| 
most often in women who have borne childre: 
ably because of the added strain occurring 
labor which forces omentum or bowel into | 
already formed and thereby calls attention tv 
dead bodies studied the incidence of femora! 
sacs is the same in both sexes. The increase 
area of the lacuna vasorum that occurs wit 
probably a factor in the increased frequi 
femoral hernia in the later decades of life. || 
crease is due undoubtedly to relaxation of | 
ments, fascia, and muscles. 

In the female, Poupart’s ligament is sho: 
the foramen vasorum, the caliber of the fem: 
sels, and the size of the femoral ring (the ar 
space available for the development of a 
hernia) calculated by subtracting the dia: 
the cross-section area of the two vessels /: 
total area of the lacuna vasorum are smalle: 
the male. 

Like the femoral arteries, the lacuna vas: 
creases with age. The increase begins in ea 
life and continues to old age. The femor: 
show a similar correlation until adult life is 
when the caliber varies with changes in we 
height. 

As femoral hernia sacs are found freq 
adults, especially in the later years of life, a1 
in newborn infants, these diverticula are « 
acquired. They are usually empty, but 
dominal organs enter them they frequent! 
strangulated. It seems highly improbab!: 
organ that cannot be easily reduced int 
dominal cavity could originally have bee: 
influence in the formation of that sac. 

The formation of all femoral hernia sa: 
attributed to traction which draws the } 
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down through the lacuna vasorum, but the cause of 
the traction is difficult to explain. Abnormal guber- 
nacular bands have been considered by some to be 
the cause, but if the gubernaculum could influence 
the descent of the peritoneum it would do this ex- 
tremely early in life and not after birth. Another 
possibility is traction of the covering of fat which is 
present normally in the crural region and is prac- 
tically always found covering the fundus of the sacs. 
How {at could act in this way has not been ex- 
plained, but similar conditions are probably present 
in the formation of the hernia through the vascular 
joramina of the linea alba and it seems reasonable to 
assume that they can occur also in the femoral 
region. Joun J. Maroney, M.D. 


Bevan, A. D.: Abdominal Incisions and Their 
Closure. Ann. Surg., 1932, xvi, 555. 

\ surgical incision in the abdomen should give 
adequate exposure, inflict minimal injury on the 
nerve and blood supply and the function of the 
abdominal muscles, and heal with firm union. The 
author discusses these principles with regard to 
a variety of abdominal incisions, including the 
McBurney, oblique kidney, Kocher, Mayo-Robson, 
and Bevan incisions. His discussion is supple- 
mented with illustrations. 

An incision recently developed by the author and 
appearing most satisfactory begins in the angle 
between the ensiform process and the costal arch, a 
ittle to one side of the median line, passes down- 
ward in the linea alba to a point about 1 in. above 
the umbilicus, and then turns sharply outward 3 or 
jin. In its lower curved portion it is carried through 
the anterior sheath of the rectus. The exposed 
rectus muscle is then pulled outward with a blunt 
hook retractor to expose its posterior sheath and 
the posterior sheath is divided transversely to the 
extent of 3 or 4 in. The muscle is then retracted 
laterally with its nerve and blood supply intact. 
[he incision may be used for exposure in either the 
right or the left upper quadrant of the abdomen. 

In the closure of the wound the peritoneum and 
posterior sheath of the rectus are closed with rather 
ine catgut. Then, about every 2 in., a tension- 
jutton suture is passed through the skin, the super- 
lial fascia, and the anterior sheath of the rectus. 
lhe buttons are ordinary pearl buttons 76 in. in 
iameter. Two pieces of silkworm gut threaded on 
‘large curved needle are passed through the two 
tves of each button and tied. These sutures are 
passed about 114 in. from the line of the incision. 
\sa rule three or four tension-button sutures are 
employed. Between and above and below them a 
‘ngle strand of silkworm gut is introduced through 
the skin, the superficial fascia, and the anterior 
‘ieath of the rectus 14 in. from the line of the 
icsion, The anterior sheath of the rectus is then 
sed with catgut and the skin with black silk. 
Metal clips are not employed. The author has 
“wnd that the use of tension-button sutures has 
iactically eliminated opening up of his incisions. 
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For postoperative evisceration Bevan inserts a 
number of silkworm-gut sutures through all of the 
layers of the abdominal wall under local anwsthesia. 
A strip of flat metal is inserted beneath the loops of 
the sutures to hold the protruding abdominal con 
tents down and is withdrawn slowly as the sutures 
are drawn up in turn. The sutures are threaded 
through and tied over buttons on either side of the 
wound. G. D. DeLprat, M.D 


Meleney, F. L., Olpp, J., Harvey, H. D., and Zaytseff- 
Jern, H.: Peritonitis. I]. Synergism of Bac- 
teria Commonly Found in Peritoneal Exudates. 
Arch. Surg., 1932, XXv, 709. 


Following a brief review of the history of the study 
of symbiosis the authors report an investigation of 
the action of the bacillus coli, the clostridium welchii, 
and the non-hemolytic streptococcus injected sep 
arately and in various combinations into the peri 
toneal cavities of mice. Numeral estimates of the 
bacteria to determine the minimum lethal dose 
were made with the Gates turbidimeter. The 
organisms were obtained from an infected abdomi 
nal wound of a patient who had been subjected to 
resection of the intestine. 

It was found that, when first isolated, the: bacillus 
coli had a lethal effect in considerably smaller doses 
than the clostridium welchii or the intestinal strep 
tococcus. In nearly all of the experiments mixtures 
of the organisms had a lethal effect in considerably 
smaller doses than the pure cultures. The authors 
believe that they have demonstrated a definite 
synergistic action of these organisms. They recom 
mend the making of smears and cultures of all 
peritoneal exudates as an aid in prognosis. 

C. G. SHEARON, M.D 


Warfield, J. O., Jr.: A Study of Mesenteric Cysts. 


Ann. Surg., 1932, Xevi, 320. 


The author discusses the history, frequency, 
theories as to the etiology, pathological classitica- 
tions, symptoms, diagnosis, prognosis, complica- 
tions, and treatment of mesenteric cysts, and reports 
two cases in detail. In a review of the literature 
since 1920 he collected 129 cases. These are tabu- 
lated with regard to the sex and age of the patients, 
the location of the cysts, and the types of operation 
and results. 

The author’s cases were those of boys six and two 
and a half years of age. In the first case there was a 
large cyst in the mesentery of the colon, and in the 
second, a cyst of the mesentery of the small bowel. 
In both cases operation was followed by recovery. 

CaRL R. STEINKE, M.D. 


Peterson, E. W.: Mesenteric and Omental Cysts. 
Ann. Surg., 1932, xcvi, 340. 


Following a review of the theories regarding the 
pathogenesis of mesenteric and omental cysts, the 
author reports six cases which were operated upon 
with no mortality. The latter may be summarized 
briefly as follows: 
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Case 1. Male aged five years and ten months. 
Diagnosis: Probably cystic degeneration of a 
tuberculous lymph node of the mesentery of the 
lower ileum. 

Case 2. Female aged thirty-one years. Diagnosis: 
Simple cyst within adhesions. Location not stated. 

Case 3. Male aged six years. Diagnosis: Multi- 
ple cysts of the mesentery of the lower ileum of un- 
recognized origin intimately attached to the small 
intestine. 

Case 4. Male aged fifty-nine years. Diagnosis: 
Embryonal carcinoma of a cyst of the mesentery of 
the lower ileum. 

Case 5. Female aged twenty-six years. Diagnosis: 
Acute purulent exacerbation of chronic appendicitis; 
subacute appendicitis; three cysts of mesentery of 
the lower ileum, probably tuberculous. 

Case 6. Child aged four years. Diagnosis: Con- 
genital peritoneal cyst of the omentum with acute 
secondary infection. 

The author discusses the symptoms, diagnosis, and 
treatment. The treatments include enucleation, 
resection, and drainage. Cart R. STEINKE, M.D. 


GASTRO-INTESTINAL TRACT 


Rivers, A. B., and Wilbur, D. L.: Intrinsic Gas- 
troduodenal Lesions as Causative Factors of 
Hezmatemesis. Arch. Int. Med., 1932, 1, 621. 


Intrinsic gastroduodenal lesions—peptic ulcer, 
gastric carcinoma, inflammatory processes, and 
benign tumors—accounted for approximately go 
per cent of 668 cases of hematemesis reviewed from 
the records of the Mayo Clinic. 

The lesion most commonly responsible was peptic 
ulcer, including duodenal, benign gastric, and anas- 
tomotic ulcers. This was the cause of 85 per cent of 
the cases of hematemesis due to intrinsic gastroduo- 
denal lesions. 

Carcinoma of the stomach was the etiological 
factor in only 12.6 per cent of the cases. In gastric 
carcinoma, hematemesis usually has the appear- 
ance of coffee grounds and is rarely profuse. Mas- 
sive hematemesis occurs in only 1 per cent of cases 
of gastric carcinoma. 

Localized or diffuse areas of inflammatory reac- 
tion of non-specific character in the stomach or 
duodenum or surrounding a gastro-enteric stoma 
may lead not only to symptoms suggestive of peptic 
ulcer but also to hemorrhage even when they do not 
produce sufficient abnormality in the contour or 
function of the organs to be recognizable roentgen- 
ologically. Such inflammatory areas may be one of 
the underlying causes of the bleeding previously 
described as “gastrostaxis.” 

Benign tumors of the stomach and duodenum and 
tuberculosis and syphilis of the stomach rarely 
cause hematemesis. Their diagnosis usually depends 
upon roentgenological or surgical observation. 

The mechanism of bleeding of the various in- 
trinsic gastroduodenal lesions causing hematemesis 
is discussed. 
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Nyfeldt, A., and Vimtrup, B.: Acute Gastritis i; 
Faucial Diphtheria. Acta med. Scand., \032. 
Ixxviii, 447. 

Of eleven children from one and a half to eleven 
years of age who came to autopsy after having been 
ill with faucial diphtheria for from three to seventeen 
days, macroscopic changes in the gastric mucous 
membrane were found in ten and microscopic 
changes in all. 

Postmortem changes were eliminated by tixing 
the tissue immediately after death. None o/ the 
stomachs examined had a diphtheritic mem!)rane, 
The most common macroscopic change was }):.mor- 
rhage in the fundus and corpus. This varied from 
multiple pinpoint petechie to confluent areas of 
bleeding which gave the folds of the mucosa a 
brownish discoloration. As a rule there were tissue 
defects near the hemorrhagic areas. Hyperemia 
and oedema were present in all cases. 

On microscopic examination the hemorrhages 
were found to be circumscribed perivascular bleed- 
ings occurring usually in the subepithelial tissues 
which, when confluent, appeared as extensive 
superficial interglandular hemorrhages. 

In addition to the hyperemia, cedema, and 
hemorrhage, there was a massive infiltration of 
polynuclear leucocytes which varied from an occa- 
sional leucocyte to a purulent discharge from the 
mucosa. With the increase of leucocytic invasion, 
mucosal areas were destroyed and tissue delects and 
erosion resulted. The stages in the pathogenesis of 
these mucosal regions must therefore have been: 
dilatation of the blood vessels, diapedesis, hiwmor- 
rhage, exudation, epithelial necrosis, leucocytic 
infiltration, and epithelial digestion and erosion. In 
one case the hemorrhagic process was being re- 
placed by fibroblasts in the base of the erosion 
which was being covered by proliferating cylindrical 
epithelium. SAMUEL J. FocEtson, M.D. 


Watson, W. L.: Phlegmonous Gastritis. !™. J. 
Surg., 1932, Xvili, 113. 

on rec- 
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To the 265 cases of phlegmonous gastri! 
ord the author adds a case of his own. I! 
that exploratory needle puncture of th , 
domen with immediate pathological exam) ition of 


the material obtained and the making of ‘!xt roent- 
genograms of the upper abdomen are essential in 
cases in which perforated ulcer, acute pi reatitls, 
or gastric phlegmon is suspected. 

There are 2 types of gastric phlegmo: 
cumscribed and the diffuse. In the former 
definite collection of pus in the stomac! 
abscess, whereas in the latter there is 2 w: 
inflammation which may involve the entir: 
The diffuse type occurs about twice as fré 
the circumscribed type. 

Gastric phlegmon may arise in gastric 
or following surgery of the stomach. In (\ 
number of cases, however, it is metastat! 
ciated with a generalized infection. In ; 
of the cases the streptococcus is isolate: 
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The stomach wall is greatly thickened, soft, and 
boggy. (he serosa is reddened and covered with 
yellowish fibrin. The mucosa is usually smooth and 
ige. Microscopic examination of the mu- 
cosa reveals marked round-cell infiltration between 
the gasiric glands and extensive degeneration of the 
secreting cells. The submucous coat shows the most 
marked involvement. It is thickened and cedem- 
atous and invaded by a large number of leucocytes. 
The blood vessels are dilated. Many organisms are 
found. 

Asa rule there is a history of previous gastric dis- 
tress followed by the sudden onset of severe ab- 
dominal pain. Signs of peritonitis develop early. 
Fever and vomiting usually occur. The patient ap- 
pears acutely ill. In the majority of cases the white 
count is high. In one of the author’s cases an ab- 
dominal puncture was done and a thin, turbid, 
slightly reddish fluid was obtained. The presence of 
streptococci in the fluid confirms the diagnosis of 
phlegmonous gastritis. The author believes that in 
the acute stage the X-rays are of value. The prog- 
nosis is unfavorable, but is better in the localized 
type of the condition than in the generalized type. 
The most frequent cause of death is peritonitis. In 
the diffuse form the treatment is surgical. Palliative 
jejunostomy is indicated. 

The author reports a case in which there was 
diffuse involvement of the duodenum, cesophagus, 
and entire stomach. Jejunostomy was done and the 
peritoneum drained. The patient died three days 
after the operation. 

Of 13 cases reviewed by the author, operation was 
performed in 9 and recovery resulted in 3. In all of 
the cases with recovery the disease was of the local- 
ized type. In 6 (45 per cent) of the cases there was 
an associated gastric carcinoma or gastric or duode- 
nal ulcer. In 1 case the condition was precipitated 
by the ingestion of zinc chloride. In another it de- 
veloped during the course of streptococcus pneu- 
monia. In 7 of the 9 cases in which operation was 
performed a pre-operative diagnosis of perforated 
ulcer was made. In 1 of the remaining cases the 
diagnosis was generalized peritonitis, and in the 
other, cholelithiasis. Bacteriological studies were 
carried out in 5 cases. In 4 cases they showed 
streptococci, and in 1 case the bacillus welchii. In 
I case, streptococci were associated with the bacillus 
proteus, and in another with the bacillus welchii. 

ALTON OcHSNER, M.D. 


has no 


Harris, S., Jr., and Morgan, H. J.: The Isolation of 
Spirochzeta Pallida from the Lesion of Gastric 
Syphilis. J. Am. M. ASS., 1932, XCiX, 1405. 


Prior to this report the relationship between 
syphilis and gastric disease lacked scientific proof. 
Both clinical and histological diagnoses of gastric 
yphilis were based on a knowledge of co-existing 
‘yphilis and the exclusion of other known causes of 
gastric lesions. Spirochetes have been obtained 
‘Tom gastric lesions at autopsy, but no proof that 
they were the spirocheta pallida has been offered. 
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The authors report the identification of the spiro- 
cheta pallida in a gastric lesion and a regional lymph 
node in a male negro. After excision of the lesion and 
the lymph node and the demonstration of the spiro- 
cheta on microscopic section, the gross tissue was 
macerated in salt solution and injected into a testicle 
of each of two rabbits. Both rabbits developed tes 
ticular syphilomata, one developed a scrotal chancre, 
and the spirocheta pallida was found in the affected 
testicle of both. Cuartes F. DuBors, M.D. 


Matthews, W. B., and Dragstedt, L. R.: The Etiol- 
ogy of Gastric and Duodenal Ulcer; Experi- 
mental Studies. Surg., Gynec. & Obst., 1932, lv, 
265. 

As the healing of acute lesions in the stomachs of 
experimental animals is apparently not hindered by 
the corrosive action of normal gastric contents, the 
authors carried out experiments to determine 
whether pure gastric juice with its higher free acid 
inhibits healing. In dogs, a counterpart of ulcer of 
Meckel’s diverticulum in man was produced by im- 
planting a small pouch of the gastric wall (Pawlow 
pouch) directly into the ileum or jejunum. Follow- 
ing this procedure pure gastric juice emptied directly 
into the intestine. When the implantation site was 
the ileum, the incidence of chronic progressive ulcer 
was 100 per cent, and when the implantation site 
was the jejunum, the incidence of chronic progres- 
sive ulcer was 85 per cent. 

To substantiate the acid-pepsin genesis of experi- 
mental ulcer further, the internal duodenal drainage 
operation of Mann and Williamson was repeated, 
but the duodenum was anastomosed 4o cm. below 
the gastrojejunostomy instead of the terminal ileum. 
In twenty-one such preparations ulcer resulted only 
once. Tkis low incidence of ulcer is explained by the 
regurgitation of alkaline duodenal contents to the 
region of the gastrojejunostomy, which decreased 
the corrosive action of the gastric contents. When 
a valve was introduced to prevent regurgitation, 
chronic jejunal ulcer resulted in six of ten dogs. 

The prevention of the regurgitation of alkaline 
duodenal juices in normal dogs by fixing a valve in 
the pylorus raised the free and total acidity of the 
gastric contents after a standard test meal, delayed 
the neutralization of 0.5 per cent hydrochloric acid 
introduced into the stomach, hindered the healing of 
acute ulcers in the gastric mucosa produced by the 
injection of silver nitrate, and caused the appearance 
of spontaneous ulcers in transplants of intestinal 
mucosa sutured in defects in the stomach wall. 

SAMUEL J. FocELson, M.D. 


Ginzburg, L.: X-Ray Diagnosis of Acute Intestinal 
Obstruction Without the Use of Contrast 
Media. Ann. Surg., 1932, xcvi, 368. 

The author states that the X-ray diagnosis of 
acute intestinal obstruction by studies of the gas dis- 
tribution and fluid levels is by no means a new 
method, but is apparently not as widely used as its 
importance seems to warrant. 
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The most complete and accurate data will be ob- 
tained if the roentgenograms are taken in the follow- 
ing three positions: 

1. With the patient lying on his back and the 
plate behind him. This position shows most clearly 
the topographical relation of the coils of small bowel 
to each other and to the large bowel. 

2. With the patient lying on his abdomen and the 
plate beneath him. This position gives the sharpest 
definition of the intra-intestinal gas and the bowel 
outline. 

3. With the patient in the erect position. This 
position will permit the demonstration of fluid levels 
in the bowel by causing the gaseous contents to rise 
on the top of the liquid contents. 

The roentgenograms should be taken before the 
administration of enemata or irrigation of the 
colon, 

This article is based on the study of fifty-nine 
cases of acute mechanical occlusion of the intestines 
in which the diagnosis made by roentgen examina- 
tion was proved at operation. The obstruction was 
in the ileum in thirty-nine cases and in the colon in 
twenty. In addition the author has seen an almost 
equal number of cases in which the subsequent 
clinical course or the findings at operation or autopsy 
confirmed the conclusion drawn from the roentgen 
examination that mechanical ileus was absent. 

Ginzburg discusses the following conditions in 
detail: (1) obstructions due to adhesions or bands 
from an old laparotomy, (2) obstruction due to kink- 
ing around a colostomy spur, (3) obstruction occur- 
ring in the immediate postoperative course, (4) ob- 
struction due to spontaneous inflammatory bands, 
(5) spontaneous volvulus of the terminal ileum, (6) 
tuberculous stricture of the mid-ileum, (7) replace- 
ment of a gangrenous loop of small bowel by taxis on 
an irreducible hernia, (8) obstruction in a knuckle 
of gut in a small properitoneal hernia, (9) strangu- 
lated partial enterocele (Richter’s hernia), (10) in- 
tussusception in infancy, (11) acute obstruction due 
to kinking of the ileum by an adhesion to a pyosal- 
pinx, (12) paralysis and reflex ileus with and with- 
out peritonitis, and (13) mechanical obstruction of 
the large bowel. The article contains fifteen roent- 
genograms. The following conclusions are drawn: 

1. The plain roentgenogram of the abdomen with- 
out the use of contrast media is a distinct aid to the 
diagnosis of acute mechanical obstruction of the 
intestines. 

2. It may be a decisive factor favoring operation 
in cases in which the clinical diagnosis is doubtful. 

3. It may prevent exploratory laparotomy in the 
cases of patients with signs suggestive of ileus. 

4. It permits differentiation between obstruction 
of the large and the small bowel. 

5. The cardical signs of small bowel obstruction 
are: (a) visualization of dilated loops of small bowel; 
(b) the presence of fluid levels in the small bowel; 
and (c) failure to visualize gas in the colon. 

6. Patients with symptoms of ileus in whom gas 
can be demonstrated in the colon are probably not 
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suffering from mechanical occlusion of the small 
bowel. 

7. In the‘immediate postoperative period caution 
must be used in differentiating mechanical 0})stryc. 
tion from paralytic ileus and peritonitis as iy all of 
these conditions the X-ray picture may be the same. 

8. The presence of fluid levels in the smal! bowel 
alone is not pathognomonic of mechanical ob stryc- 
tion. It has been observed in peritonitis, paralytic 
ileus, and reflex ileus. 

9. Fluid levels and dilated loops of smai! 
are probably not due to mechanical obstr) 
gas is present in the colon. 

10. To reduce the chance of error it is a 
to make roentgenograms with the patient 
recumbent and erect positions. 

11. The diagnosis of colonic obstruction is made 
easily because of the marked distention of the colon 
proximal to the site of obstruction and the )resence 
of fluid levels with high vertical gas columns 

12. As a rule a distended small bowe! 
visualized in colonic obstruction. 

13. Localization of the obstruction in the colon is 
possible roughly. If necessary, a barium enema may 
be used for exact localization. 

14. Volvulus of the sigmoid can usuall) 
nosed from the X-ray picture. 

Car R. STEINK! 
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Erdmann, J. F.: Diverticulitis and Diverticulosis. 
J. Am. M. Ass., 1932, xcix, 1125. 

Diverticulitis is four or five times more common in 
males than in females. It usually involves the sig- 
moid, in which location it causes marked pain in the 
left lower quadrant of the abdomen with nausea 
and vomiting. However, it may occur in any part 
of the alimentary tract, including the ga!! bladder 
and the appendix. It is most common between the 
ages of forty and fifty, but has sometimes been 
found in children. The majority of the sul jects are 
of the short, stocky, and overweight typx 

The cause is held to be a congenital de 
than herniation or weakness along the ' 
attachment. The diverticula are of two | 
true and the false. In true diverticula 
coats of the intestine are found, where 
diverticula one or more of the coats are alsent. 

The pathological types are similar to those ol 
appendicitis. They include the acute, csudative, 
occlusive, ulcerative, gangrenous, perforative, ab- 
scessing, chronic, and malignant. Repeated attacks 
may occur. ; 

The symptoms and signs are similar to thse of the 
various types of appendicitis. When th condition 
is not treated surgically, the acute stage 0 isionally 
terminates by resolution, but more often it leads to 
abscess formation or perforation. The ‘\iminating 
type, especially in women, may allow only the 
diagnosis of an acute condition of the ali omen. In 
the chronic type there may be enough t!i« seming 
cause some degree of obstruction. [his type ©! 
obstructive lesion is differentiated from ‘malignancy 


t rather 
esenteric 
pes, the 
ill of the 
in false 








ab- 


icks 


f the 
ition 
vally 
1s to 
ating 

the 
. In 
ng to 
€ ol 
yanc\ 





SURGERY OF 


in the sigmoid or colon by absence of involvement of 
the mous membrane. 


In the acute type the treatment should be surgical 


even though in some cases the condition might quiet 
down without it. In the chronic obstructive type the 
formation of an artificial anus may allow absorption 
inthe thickened portion. In others, resection is nec 
essary aid should be done preferably by the Mikulicz 
method 


Diverticulosis is the presence of diverticula with- 
out symptoms. Patients with diverticulosis should 
yse reasonable care to avoid a diet with a large 
content of roughage, but should not have their 
attention focused on the anatomical condition. 

E. S. Pratt, M.D. 


Van Zwalenburg, C.: Hydraulic Vicious Circle as It 
Develops in the Intestine. Am. J. Surg., 1932, 
xviii, 104. 

Hydraulic vicious circle is apt to develop in any 
case of intestinal obstruction, irrespective of the 
cause, and especially in cases of hernia with obstruc- 
tion of the faecal stream. Because of the accumula- 
tion of intestinal contents an effusion into the 
intestinal lumen occurs, the pressure rises until the 
circulation in the walls of the intestine is obstructed, 
and complete strangulation results. This process is 
comparable to the changes occurring in the appendix 
oranabscess. However, the changes take place more 
juickly in the intestine than in an abscess because 
of the ease with which the intestinal vessels may be 
compressed. The effusion occurs as the result of 
pressure on the walls of the blood vessels. Bacteria 
which are present in the loops under anaérobic con- 
litions are allowed to multiply and invade. Inter- 
ierence with the circulation is a most important 
lactor in every case of intestinal obstruction whether 
the symptoms are the results of dehydration and loss 
of chlorides or the formation of a toxin. 

The author cites experimental observations of his 
own and those of others which show that distention 
interferes with intestinal function by increasing the 
‘ecretion and decreasing the motility of the bowel. 
inthis way a vicious circle results in intestinal ob- 
struction, especially when the distention is sufficient 
‘0 produce changes in the blood supply of the gut. 
the author believes that during the gradual return 
ithe bowel to normal after relief of the obstruction 
though distention persists for some time to favor 
more rapid absorption than would occur under 
normal conditions. As this may be due in part to 

gestion and de-oxygenation from the poor circu- 
ion which increase the permeability of the capil- 
ules, he recommends stripping the bowel of its 

“ntents to relieve the intestinal distention as 

vised by Holden. By this procedure the circu- 


ution of the bowel is restored so that normal 
ipillary function returns promptly and toxic and 
‘ected materials are removed more effectively. 
addition, it is necessary to give treatment for 
‘ydration, toxemia, circulatory collapse, and 
ALTON OcHSNER, M.D. 
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Stulz, E., and Fontaine, R.: Two Cases of Mesen- 
teric Thrombosis, One of Which Was Operated 
upon by Simple Exteriorization of the Infarcted 
Loops and the Other by Exteriorization, Entero- 
Enterostomy, and Late Secondary Intestinal 
Resection (Deux cas de thrombose mésentérique 
opérées l'un par simple extériorisation des anses 
infarcies, l'autre par extériorisation, entéro-entéros- 
tomie et résection intestinale secondaire tardive). 
Bull. et mém. Soc. nat. de chir., 1932, \viii, 1124. 

Operative exteriorization of a diseased loop of 
small intestine serves a double purpose in avoiding 
the risks of an extensive resection in the cases of 
patients in a precarious condition and in permitting 
self-limitation or spontaneous repair of the lesions 
present. In some cases it is a procedure of necessity. 
The lesions may undergo complete repair and the 
revitalized bowel returned to the abdomen may not 
even become adherent to the abdominal wall. 

The first case reported by the authors was that 
of a man fifty-nine years old who had a two-stage 
abdominoperineal resection for cancer of the rectum. 
Mesenteric thrombosis occurred suddenly two 
months after the operation. On account of the pa 
tient’s poor general condition, only exteriorization 
of the threatened bowel loops was done. The intes 
tine regained its vitality and returned spontaneously 
to the peritoneal cavity within about a month. 
Seven months later death occurred from cachexia 
and cancerous metastases. Autopsy showed that 
the exteriorized loops which had become adherent 
to each other before their return to the abdominal 
cavity had become separated. The thrombosis was 
attributed to the pronounced atheroma of the su 
perior mesenteric artery and its branches although 
none of these vessels was completely obliterated. 

The second case was that of a man fifty-eight 
years old who complained of abdominal pain in the 
left side. When the abdomen was opened, an 80-cm. 
segment of bowel was found discolored and showed 
the results of mesenteric infarction. Entero-anasto- 
mosis by suture was done, the anastomosed loop was 
returned to the abdominal cavity, and the infarcted 
loops were exteriorized. The abdominal wall was 
then partially closed. Vaseline dressings were applied 
to protect the bowel. On the second day the color 
of the bowel was improved and gas was passed. On 
the third day a stool was passed. Later, several 
fistula opened in the bowel, and at the end of a 
month a small pulmonary embolism delayed re- 
section for three weeks. Finally, late resection was 
performed and the bowel stump returned to the 
abdominal cavity. The patient recovered. The only 
sequela was a postoperative hernia. 

In the discussion of this report, Des PLAs cited a 
case of mesenteric thrombosis in a diabetic. The 
bowel was exteriorized, but the patient died. 

La Bey reported a case in which, at operation for 
intestinal obstruction supposed to be due to volvulus 
or pancreatitis, no abnormal condition was found, 
but at a second laparotomy done several hours later, 
when the patient was apparently dying, the lower 
end of the ileum, the cecum, and the ascending 
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colon were found absolutely black. Death resulted. 
This case was cited to show the rapidity of develop- 
ment of gangrene of the bowel. 

KELLOGG SPEED, M.D. 


Costa, G.: New Clinical Contributions to the 
Study of Intestinal Intussusception in Adults 
(Nuovi contributi clinici allo studio delle invagina- 
zioni intestinali in persone adulte). Arch. ital. di 
chir., 1932, XXXii, 237. 

The author reports fourteen cases of intussuscep- 
tion—nine those of adults and five those of children. 
In six cases the condition was associated with a 
tumor. Each case is discussed in detail. 

With regard to the etiology of intussusception, 
Costa states that the condition is probably the result 
of a disturbance of the peristaltic mechanism, such 
as a rigid contraction of one segment of the bowel 
with a paralytic dilatation of the adjoining segment. 

A review of the literature, is followed by a discus- 
sion of the direct and differential diagnosis and the 
accepted methods of surgical management of the 
condition. PETER A. Rost, M.D. 


Pigorni, L.: Tuberculoma of the Small Intestine 
(Il tubercoloma del tenue). Radiol. med., 1932, xix, 
1065. 

Pigorni reports two cases of tuberculoma of the 
first portion of the jejunum, describes the clinical 
and roentgenological signs of the condition, and 
reviews the characteristics of various lesions from 
which the tuberculomata were differentiated by the 
roentgen examination. He believes that tubercu- 
loma of the small intestine can be diagnosed with 
the roentgen ray even in obscure cases. In his first 
case X-ray examination of the lungs was negative 
for tuberculosis, but in the second, even though he 
does not say so, the findings suggested pulmonary 
tuberculosis. In neither case was there operative 
proof of the diagnosis. EUGENE T. Leppy, M.D. 


Crohn, B. B., Ginzburg, L., and Oppenheimer, 
G. D.: Regional Lleitis: A Pathological and 
Clinical Entity. J.\Am. M. Ass., 1932, xcix, 1323. 


The term “benign granulomata”’ has been used 
for a number of chronic inflammatory lesions of both 
the large and the small intestine, the cause of which 
is either unknown or believed to be an unusual 
physical agent. From this group the authors sepa- 
rate and describe a specific clinical entity with con- 
stant and well-defined characteristics to which they 
give the name “regional ileitis.”’ 

Regional ileitis is a disease of the terminal ileum 
occurring chiefly in young adults and characterized 
by a subacute or chronic necrotizing and cicatrizing 
inflammation. The ulceration of the mucosa is 
accompanied by a disproportionate connective tis- 
sue reaction of the remaining walls of the involved 
intestine which often leads to stenosis of the intes- 
tinal lumen and the formation of multiple fistula. 

The symptoms, which resemble those of ulcerative 
colitis, include fever, diarrhoea, and emaciation with 
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eventual obstruction of the small intestine. ‘The 
constant occurrence of a mass in the right iliac fossa 
usually necessitates resection. 

The disease process begins at the ileocwca! valve 
and gradually decreases in severity as it ascends the 
ileum to an extent of from 20 to 30cm. Asa rule the 
fistula lead to segments of the colon, but occasionally 
they penetrate the abdominal wall. The cause of the 
condition is unknown. All of the patients who sur 
vived operation are alive and well. 

In cases coming to operation early, the terminal 
ileum is found thickened, soggy, and oedematous, 
and the serosa a blotchy red. The mesentery of the 
terminal ileum is greatly thickened and contains 
numerous hyperplastic glands. Because of 1 
sibility of spontaneous resolution of th 
process, resection has never been done in thx 
stage. 

In older cases the most recent ulcers are 
proximal lesions and the most advanced changes are 
at the ileocecal valve. Isolated lesions have been 
found separated from the hypertrophic mass by nor- 
mal mucosa. The mucosa is oedematous and has a 
bullous or cobblestone appearance. Intlanimatory 
hyperplastic and exudative changes in the submu- 
cosal and muscular layers have resulted in enormous 
thickening of the intestinal wall. The involved loop 
appears as a soggy mass of hose-like convoluti 
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The size of the intestinal lumen is greatly diminished, 
and the obstruction often causes marked dilatation 
of loops proximal to the lesion, frequently with the 
formation of tension ulcers. 

At a later stage the exudative reaction is replaced 
by a fibrostenotic process. The mucosa lecomes 
atrophic and shows occasional superficia! erosions 
and islands of papillary or polypoid hyperplasia. 
The serosa loses its gloss and frequently exhibits 
tubercle-like structures on its surface. ‘The mesen- 
tery of the affected segment is thickened and 
fibrotic. 

On microscopic examination no speci! 
can be demonstrated. In some of the cases, giant 
cells were found in association with groups of large 
pale cells. The large pale cells were probably vege: 
table cells taken up by the lymphatics after being 
trapped in the ulcerated lesions. The giant cells 
were probably accounted for by the forcign bod) 
reaction around the non-absorbable particles. Es- 
tensive investigation failed to reveal any evidence 
of intestinal or pulmonary tuberculosis. 

Of the cases in which the appendix had already 
been removed, evidence of ileal disease was noted 
at the time of the appendectomy in about hall. In 
those without a previous appendectomy the mucosé 
of the appendix was normal although the outer 
appendiceal coats were frequently in ed trom 
contact with the adjacent areas of intla ition, 

The condition occurs twice as frequent!y in malts 
as in females. In most of the cases cited tiie patients 
had been ill for from several months to two yeals 
before they came under observation. Th outstan® 
ing symptoms are fever, diarrhoea, a contnuous loss 
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of weight, progressive anemia, and abdominal pain. 
The fever is rarely high and is not continuous. The 
diarrhoea is never so severe as that of true colitis. 
The stools contain pus, coagulated mucus, and 
streaks of blood, but tenesmus is absent. At times 
there may be constipation. Vomiting and constipa- 
tion are more frequent when stenosis is present. 
The pain is usually localized in the lower quadrant 
of the abdomen on the right side, but occasionally 
is referred across the lower abdomen to the left side. 
When the sigmoid becomes adherent to the ileum, 
fistula formation occurs between these two hollow 
viscera and the pain is localized chiefly in the left 
lower quadrant. 

On physical examination the most characteristic 
findings are a mass in the right iliac region, evidence 
of fistula formation, emaciation, anemia, the scar 
of a previous appendectomy, and evidence of in- 
testinal obstruction. The mass is usually palpable 
through the rectum, but is felt only very high. Even 
in the presence of obstruction, general distention 
and ballooning of the abdomen are uncommon. 

The clinical course is of four main types: (1) that 
of an acute abdominal disease with peritoneal irri- 
tation, (2) a type characterized by symptoms of 
ulcerative enteritis, (3) a type characterized by 
symptoms of chronic obstruction of the small intes- 
tine, and (4) a type with persistent and intractable 
fistule in the right lower quadrant of the abdomen 
following drainage for ulcer or an abdominal abscess. 

After a barium enema roentgen examination is 
negative, but after a barium meal it shows distention 
of the loops of the terminal ileum with a fluid level, 
delayed motility, puddling, and stricture deformity 
at the site of a fistulous connection with the colon. 

Medical treatment is purely palliative and sup- 
portive. There is no possibility of affecting the in- 
volved area by enemas or irrigation. In thirteen of 
fourteen cases, surgical intervention with resection 
of the affected portion of the ileum was completely 
successful. E. S. Pratt, M.D. 


Lett, H., Nitch, C. A. R., Lockhart-Mummery, J. 
P., Norbury, L. E. C., and Others: Discussion 
on Urinary Complications of Diseases of the 
Large Intestine. Proc. Roy. Soc. Med., Lond., 
1932, XXv, 1811. 

Lerr reviews 172 cases of diverticulitis admitted 
to the London Hospital during the ten years from 
1922 to 1931, a case of perivesical abscess, and 2 
cases of vesicocolic fistula treated outside the hos- 
pital. Of the cases of diverticulitis, urinary symp- 
toms secondary to the diverticulitis were present in 
17. The latter included 6 cases with disturbances of 
urination which might have been due to pericystitis, 
‘ case of colon bacillus cystitis, 3 cases of perivesical 
abscess, and 7 cases of vesicocolic fistula. The 2 
generally recognized causes of vesicocolic fistula are 
diverticulitis and carcinoma. Considerable difficulty 
may be experienced in distinguishing between these 
conditions even when{the mass is examined at oper- 
‘tion, It is well known that many patients believed 


109 


to have carcinoma of the pelvic colon have made 
such a good permanent recovery after colostomy as 
to indicate that the diagnosis should have been 
diverticulitis. 

As during the ten-year period reviewed, 96,192 
patients were admitted to the surgical wards of the 
London Hospital, the incidence of vesicocolic fistula 
was 1:1,000. The diagnosis of vesicocolic fistula can 
be made only on the evidence of gas or feces in the 
urine. When once a vesicocolic fistula has formed, 
nothing short of a colostomy can be expected to close 
it. Although from time to time the symptoms may 
disappear under medical treatment, recurrence is 
the rule. If a colostomy is done, the bladder symp- 
toms usually subside rapidly, and except for a haze 
due to the presence of bacteria, the urine becomes 
normal within two or three weeks. However, if the 
fistulous opening is large, it may persist in spite of 
colostomy. In many cases an inguinal colostomy 
gives excellent results. A transverse colostomy is 
the operation of choice if the greater part of the 
pelvic colon is involved in an inflammatory mass, if 
the affected area encroaches on the proximal part 
of the pelvic colon to such an extent that there is 
only a little healthy intestine between it and the 
colostomy, and if multiple diverticula are present 
in the descending colon. If the symptoms and fistula 
recur after the colostomy, resection must be con- 
sidered. 

NITCH states that the combination of bladder and 
bowel symptoms is almost pathognomonic of an in- 
flammatory condition. Of his series of 20 patients 
with diverticulitis, ro had definite urinary symptoms 
and 7 had a vesicocolic fistula. In 67 patients with 
carcinoma of the colon and 98 with carcinoma of the 
rectum the urinary symptoms were almost negligible 
and a fistula occurred in only 4. The records of St. 
Thomas’ Hospital, London, for the period from 1922 
to 1931 inclusive show only 12 cases of vesicocolic 
fistula. Eight of the patients with such a fistula 
were males. In 3 cases the fistula was secondary to 
carcinoma of the rectum, in 3 to carcinoma of the 
sigmoid, in 1 to carcinoma of the cecum, and in 1 to 
carcinoma of the bladder. Of the non-malignant 
fistula, 2 were due to diverticulitis, 1 was the result 
of tuberculous vesiculitis, and 1 followed hyster- 
ectomy. Thus, in 754 cases of carcinoma of the colon 
and rectum the incidence of vesicocolic fistula was 
slightly over 1 per cent, whereas in 73 cases of diver- 
ticulitis it was 2.7 per cent. 

LOCKHART-MUMMERY, in discussing urinary com- 
plications following or resulting from operations for 
excision of the rectum, says that residual urine is 
responsible for most of the infections. He believes 
that the urinary antiseptics in present use are of no 
value in the prevention or treatment of bladder in- 
fections. In operations on the rectum the only safe 
way of avoiding injury to the ureter is to define it, 
but this must be done carefully so that its blood 
supply is not damaged. When necessary, the ureter 
should be ligated. This procedure is sound if both 
kidneys are healthy, but is very dangerous if kidney 
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infection is present. Of 87 cases of diverticulitis, 
a vesicocolic fistula developed in 4. Lockhart- 
Mummery believes there is grave danger of the de- 
velopment of carcinoma in the sinus, and that im- 
mediate colostomy is indicated. 

NORBURY states that to prevent urinary infection 
after excision of the rectum in males he uses an in- 
dwelling catheter, the outer end of which is sealed 
by a 1:5,000 solution of oxycyanide of mercury, as 
recommended by Dukes. He reports 2 cases of 
vesicocolic fistula, in one of which the fistula was 
due to diverticulitis of the pelvic colon and in the 
other to carcinoma of the pelvic colon. 

DvUKEs says that fewer than 3 per cent of patients 
with cancer of the rectum have infected urine when 
the condition is first diagnosed, but after surgical 
excision, about 40 per cent of men and 70 per cent 
of women develop infection of the urinary tract due 
to bacteria of the bacillus coli group. The bacteria 
are transported to the urinary tract by trauma at 
operation, instrumentation to relieve retention, or 
the blood stream. In women, the infection is due al- 
most invariably to catheterization. In males with 
advanced ulcerating growths adherent to the pros- 
tate or seminal vesicles, operative trauma is most 
commonly responsible. In elderly men with residual 
urine, hematogenous infection often occurs after 
catheterization is stopped. The fact that some pa- 
tients succumb to infection while others escape may 
be explained by extrinsic factors such as the stage of 
the growth, the age of the patient, and the extent of 
damage to the nerve supply of the bladder. 

MILLIGAN states that in treating patients suffer- 
ing from carcinoma of the rectum and enlargement 
of the prostate he removes the prostate before the 
rectum in order to prevent the risk of persistent 
postoperative retention of urine and grave urinary 
infection. If there is danger from impairment of 
renal function, the prostate is left in and the bladder 
is drained by a suprapubic tube. 

CHARLES Baron, M.D. 


Adamson, W. A. D., and Aird, I.: Megacolon: 
Evidence in Favor of a Neurogenic Origin. Brit. 
J. Surg., 1932, XX, 220. 

Division of the sympathetic nerves of the colon is 
becoming more and more generally regarded as the 
surgical treatment of choice in cases of megacolon. 
The remarkable efficacy of lumbar ganglionectomy 
and of the simpler presacral neurotomy of Lear- 
mouth and Rankin suggested that an effort should 
be made to produce megacolon experimentally by 
altering the extrinsic nerves of the bowel. The re- 
sults of such experimental work are reported in this 
article together with a review of the anatomy of the 
nerves of the colon. 

Megacolon may be defined as dilatation and 
hypertrophy of a part or all of the colon occurring 
in the absence of a gross obstructive lesion. Con- 
genital and acquired types are distinguished. The 
condition has been ascribed to developmental, me- 
chanical, and neurogenic causes. According to the 
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theory ascribing it to a neurogenic cause, thie con 
dition is due to a relative sympathetic overs 
As no anatomical changes are found in the e 
nerves of the colon, as the authors’ dissect 
the parasympathetic sacral nerves passing 
lower bowel in a six-months-old child with mega 
colon revealed no abnormality in these nerve:, and 
as little change can be observed in the ce!!s and 
fibers of Auerbach’s plexus, the lesion appea 
functional rather than organic. 

Sympathetic nerves leave the cord in 
with the anterior roots of the spinal nerves f 
second thoracic to the third lumbar vert 
clusive. They arise from cells in the int: 
lateral horn and their function is essential] 
The sympathetic nerves leave the spinal n¢ 
pass to the appropriate ganglia of the syn 
ganglionic chain as white rami communicat: 
fibers are medullated and constitute the } 
onic fibers. Within the ganglion some of t! 
a synapse around the nerve cell, whence 
set of fibers arises. These fibers are non-m: 
and constitute the postganglionic fibers. ‘!’' 
to the appropriate spinal nerve as a gr 
communicans and are distributed to the blood ves 
sels along the branches of the spinal ne: The 
sympathetic fibers that are destined for the various 
viscera take another course. The fibers in a splanch 
nic nerve end in a synapse in one of the peripheral 
ganglia, such as the coeliac ganglion. [rom there 
the postganglionic fibers pass to supply the particu 
lar organ. The sympathetic nerves for the rectum 
are collected in the hypogastric or presacral nerve, 
which they reach through the middle and two 
lateral roots of that nerve. 

Stimulation of the sympathetic nerves causes a 
contraction of the sphincters of the bladder and 
rectum and a consequent dilatation of the walls of 
these viscera. Stimulation of the parasympatheti 
nerves results in the opposite effect, a dilatation of 
the sphincters and a contraction of the walls to 
permit emptying of the viscus. It is assumed that 
in health the two sets of nerves are in « state ol 
physiological balance, and that emptying 0! a viscus 
results from relative overaction of the parasympa 
thetic nerves. 

In experiments on thirty cats, the 
tempted to produce megacolon by cutti 
action of the parasympathetic nerves. 
operation, twenty-five of the cats died 
of from five to ten days. The cause 0! 
renal failure. The five cats which survi 
were examined with the X-rays after t! 
tration of a barium enema under control 
After six weeks there was positive X-r 
of dilatation of the colon. At the end « 
the dilatation was well marked, and a 
fifteen weeks it was gross. 

From these findings the authors cu 
theyJhave producedJmegacolon byTrela' 
thetic overaction, and that the condition 
of neurogenic origin. Joun W. N 
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Christopher, F., and Jennings, W. K.: Operative 
Mortality of Acute Appendicitis. Am. J. Surg., 
1932, XVili, 16. 

[he authors state that the mortality of appendi- 
citis in the United States during the year 1930 was 
17+ deaths per 100,000 population or a total of 
17,687 deaths. In the state of Illinois in 1929, 1,208 
persons died from appendicitis, the mortality being 
17.4 per 100,000 population. In European coun- 
tries the mortality is much lower. In Paris, France, 
in 1929 it was only 6.8 per 100,000 population, while 
in England and Wales in the same period it was 7.1. 
Not only do American statistics compare unfavor- 
ably with those of European statistics, but there is 
some evidence for the belief that the mortality of 
appendicitis in America is increasing. 

The authors studied 1,138 cases of acute appendi- 
citis which were operated upon at the Evanston 
Hospital, Evanston, Illinois, during the last ten 
vears. In all, the diagnosis was confirmed by 
pathological examination. In 955 cases of the non- 
perforative type, the gross mortality was 1.78 per 
cent, and in 269 of these cases in which drainage was 
used the mortality was 4.8 per cent. 

In 183 cases in which perforation occurred prior to 
operation, the mortality was 16.29 per cent. 

The conclusions drawn are as follows: 

In hon-perforative appendicitis of the acute type 
the operative mortality when drainage was em- 
ployed was more than 8 times the operative mor- 
tality in cases in which drainage was not employed. 
However, allowance must be made for the fact that 
in the cases in which drainage was considered 
necessary the acute condition of the appendix was 
probably farther advanced than in the cases in 
which drainage was not employed. In cases with 
equally severe symptoms and pathological changes 
the use of drainage should not affect the prognosis 
unfavorably. It has long been known that mere 
speed of operation has little influence on the prog- 
nosis. Joun W. Nuzum, M.D. 
Horsley, J. S., and Warthen, H. J., Jr.: The Patho- 

genesis and Symptoms of Chronic Obliterative 

Appendicitis. Ann. Surg., 1932, xCvi, 515. 

Warthen states that chronic obliterative appendi- 
itis, in which the lumen of all or a portion of the 
appendix has been obliterated, is the result of a 
chronic inflammatory process that tends to destroy 
the mucosa and runs a more or less chronic course 
over many years. He does not agree with those who 
believe that the condition is the result of physiologi- 
calinvolution. The specimens examined have shown 
all degrees of obliteration of the lumen and in more 
than half of those without complete obliteration 
some evidence of inflammation was found on the 
proximal side of the obliteration. This indicates 
‘hat the process begins at the tip of the appendix 
and slowly proceeds toward the base as a simple 
ilammation of a comparatively mild type. Upon 
‘te pathological process of chronic obliteration, an 
“ute appendicitis may be superimposed. 


The obliterative type of the disease may exist in 
any stage, from involvement of a small portion of 
the tip to complete obliteration of the entire lumen. 
It may occur at any age, but seems to be most 
frequent in elderly persons. Acute appendicitis or 
even rupture may occur in a partially obliterated 
appendix. In a series of thirteen cases of complete 
obliteration of the appendix in which operation was 
performed solely for appendicitis there were definite 
symptoms before the operation. Eight of the 
patients were entirely relieved by the operation, 
three were partially relieved, and two were not 
benefited. 

The diagnosis of obliterative appendicitis is 
difficult before laparotomy. In the differential diag- 
nosis it is necessary to exclude ureteral lesions, 
hernia, ulcerations in the terminal ileum and the 
cecum, and sacro-iliac disease. 

Joun W. Nuzum, M.D. 


Gabriel, W. B.: The End-Results of Perineal Ex- 
cision and of Radium in the Treatment of 
Cancer of the Rectum. Bri/. J. 
234. 


Surg., 1932, XX, 


Gabriel reviewed 370 cases of rectal cancer in 
which perineal excision was performed at St. Mark’s 
Hospital, London, in the period from tg1o0 to 1931. 
In 89 of these cases radium wasemployed. The oper 
ation was that of Lockhart-Mummery. <A previous 
colostomy was done. In many cases the abdomen 
was explored through a paramedian incision, the 
colostomy being performed through a separate ob- 
lique incision on the left side. The perineal excision 
was performed from seven to fourteen days after 
the colostomy. 

The method of pathological classification of rectal 
cancers according to the depth of spread of the 
lesion has been described by Dukes. ‘‘A” cases are 
those in which the cancer is limited to the wall of the 
rectum, there being no metastases and no extension 
into the perirectal tissues. “‘B”’ cases are those in 
which the cancer has spread by direct continuity to 
the perirectal tissues, but has not invaded the 
regional lymph glands. “(C”’ cases are those with 
metastases in the regional lymph nodes. 

In the cases reviewed there were 43 operative 
deaths. The chief causes of postoperative death were 
secondary haemorrhage, chest complications, and 
bowel obstructions. A three-year cure was obtained 
in 86 per cent of the “A” cases, 73 per cent of the 
“B” cases, and 19 per cent of the “C”’ cases. In 
general, excellent immediate and remote results 
may be anticipated in both “A” and “B”’ cases, 
but in ‘‘C” cases the prognosis is poor. 

The results of radium treatment in rectal cancer 
are disappointing. Of 12 patients with operable 
adenocarcinoma who were treated with radium, a 
good result was obtained in only 2. In no inoperable 
case was the condition rendered operable by the 
use of radium. The dangers of abdominal irradiation 
and posterior barrage are cited. The use of radon 
seeds is associated with the least operative risk, but 
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whether this form of rectal needling will give more 
than temporary palliation remains to be seen. 
Joun W. Nuzum, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Judd, E. S., and Priestley, J. T.: Ultimate Results 
from Operations on the Biliary Tract. J. Am. 
M. Ass., 1932, xcix, 887. 

Although cholecystectomy is now generally pre- 
ferred for primary disease of the gall bladder, some 
surgeons still perform cholecystostomy in a consider- 
able number of cases. The authors’ data indicate 
that the incidence of good results is higher following 
cholecystectomy. Ordinarily the gall bladder is 
removed except in the presence of certain definite 
contra-indications. If the patient is an extremely 
poor surgical risk, as in the presence of jaundice or a 
small atrophic liver, if it is anticipated that the gall 
bladder will be needed because of disease of the com- 
mon bile duct, and occasionally if there is too much 
infection surrounding the gall bladder, cholecystos- 
tomy will often be preferable to cholecystectomy. If 
cholecystectomy is properly performed, the immedi- 
ate risk is probably no greater than that of surgical 
drainage of the gall bladder except under the cir- 
cumstances mentioned. 

During 1931, cholecystectomy was performed at 
the Mayo Clinic in 579 cases of chronic cholecystitis 
with a mortality of 1.7 per cent. The authors be- 
lieve that when it is necessary to open the common 
duct primary closure is never advisable. A period of 
drainage with a T-tube, ranging from three or four 
weeks to a year or more, depending upon the lesion 
encountered, has given satisfactory results. When 
this type of drainage is employed, complete control 
over the flow of bile is maintained as the bile may be 
drained through the long arm of the tube externally 
or the tube may be clamped off and the bile thus 
forced down into the duodenum. If considered 
desirable, fluids may be administered through the 
tube. Postoperative stricture of the duct does not 
result from the use of the tube, and there is no dan- 
ger of a persistent biliary fistula provided patency 
of the common bile duct is established at the time of 
the operation. 


Pettinari, V.: The Participation of the Liver in 
Lesions of the Extrahepatic Biliary Tract (La 
partecipazione del fegato alle lesioni delle vie 
biliari extra-epatiche). Arch. ital. di chir., 1932, 
XXxXxli, 333. 

Pettinari made functional and histological studies 
of the liver and bacteriological studies of the excised 
gall bladder in eighteen cases of gall-bladder disease. 
In all he found inflammatory, degenerative, or 
cirrhotic changes in the various components of the 
liver. The hepatic lesions were the more severe the 
longer the inflammation had been present, showed 
a certain parallelism with the changes in the gall 
bladder, and caused constant hepatic disturbances 
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which were discernible clinically or by functional 
tests. 

The evidence indicates that in the majority of 
cases of cholecystitis the liver constitutes t}, ‘first 
line of arrest of the bacteria which pass secondarily 
to the biliary passages where they have their prin. 
cipal localization, and that lesions in the latter lead 
to injury of the liver cells. The stages in the evoly. 
tion of the inflammation may be summarived as: 
(1) a mild initial hepatitis, (2) cholecystitis 
attacks of secondary hepatitis, and (4) hep: 
the degenerative or cirrhotic type. 

Therefore surgical intervention should n 
long delayed in cholecystitis as cholecystect: 
be followed by rapid cure of the primary 
focus and the presence of a septic focus in the g: 
bladder has a deleterious effect on the stru: ; 
function of the liver which may become 
able. 


Rose, C. B.: Cholecystography. Surg. ( 
Am., 1932, Xii, 1083. 
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In a study of 1,712 cholecystograms mace in the 
cases of 1,616 patients, Rose found that the intrave- 
nous administration of the dye gave more reliable 
results that the oral administration. The roentgen 
findings checked with the clinical findings in 1,386 
cases. 

The most frequent cause of error was gas in the 
bowel. This simulated stones, caused stones to be 
mistaken for gas, and partly or wholly obscured the 
gall-bladder outline. SAMUEL PERLOW, M.D. 


Abbott, D. P.: The Medical Aspect of Gall-Bladder 
Disease. Surg. Clin. North Am., 1932, xii, 1071. 

The author states that in cases of distress in the 
upper abdomen all possible causes of the symptoms 
should be considered even when a pathological con- 
dition is recognized as the latter may not be respon- 
sible. He calls attention to the fact that as gall 
stones are often asymptomatic, their presence in 
association with symptoms does not mean that they 
are the cause of the symptoms. In cases ot distress 
in the upper part of the abdomen in which thie roent- 
genogram shows a duodenal defect, a diagnosis ot 
ulcer as the cause of the complaints can be made 
only when there are other signs of ulcer such as 
hyperacidity, relief of the pain by alkali «nd food, 
and response to the therapeutic test. \)) ott uses 
the gall-bladder dye almost routinely in ‘he diag 
nosis of disease of the upper abdomen. 


SAMUEL PE! , M.D. 


Phemister, D. B., Day, L., and Hastings, — 


Calcium Carbonate Gall Stones and Their 
Experimental Production. Av. , 1032) 
XCvi, 595. 
The authors review forty-eight cases operate 
upon for gall stones. In eleven the cyst! 
obstructed by a stone. In six of the latte: 
reported in detail, there was cholecys' 
separate deposit of calcium carbonat 
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In one case the deposit occurred as a 
suspension, in one case as a coarse sand, 
and in four cases as a serous solid paste. The five 
cases of cystic duct obstruction without a calcium 
carbonate precipitate showed more marked inflam- 
mation of the gall bladder with serous exudation 
and the ordinary picture of hydrops. 

In 1931, Phemister, Rewbridge, and Rudisill 
reported eight cases of obstruction of the cystic 
duct with a separate deposit of calcium carbonate 
in the lumen of the gall bladder. 

Experiments carried out on dogs, rabbits, and 
sheep in an attempt to produce calcium carbonate 
deposits after ligation of the cystic duct showed 
that the presence of a low-grade infection was 
necessary in addition to the obstruction. 

From a study of the ionic concentration of the 
calcium in the fluid withdrawn from the gall bladder, 
the authors concluded that a deposit of calcium 
carbonate occurs when the limit of solubility of the 
calcium salt is exceeded, and that the calcium is 
derived from the wall of the gall bladder. 

G. D. DELprRAT, M.D. 
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Bevan, A. D.: The Surgical Management of Gall- 
Stone Disease. Surg. Clin. North Am., 1932, xii, 
1095. 


Gall stones occur in about 20 per cent of women 
between the ages of sixty and sixty-five years of age 
who have borne children. In the majority of cases, 
however, they cause no symptoms and are found 
accidentally in a routine X-ray examination of the 
abdomen. It is much safer to remove gall stones 
before the fiftieth year of age than after the age of 
sixty. After the sixty-fifth year the mortality is 
two or three times greater than between the thirtieth 
and fortieth years. When there are no symptoms, the 
author prefers not to operate. 

Bevan describes a new incision which begins in 
the midline in the angle between the ensiform proc- 
ess and the costal arch, passes vertically downward 
in the midline to a point about 1 in. above the um- 
bilicus, and then extends outward across the rectus 
muscle to the outer border. The linea alba is divided 
down to the subperitoneal fat and the peritoneum. 
The incision is carried through the anterior sheath 
of the rectus muscle, the muscle retracted outward, 
and the posterior sheath divided in the same line. 

Another incision suggested is made parallel with 
the fibers of the internal oblique with splitting of the 
aponeurosis. This incision is recommended also for 
cases of congenital pyloric stenosis. 

In the closure of the abdomen the peritoneum and 
the posterior rectus sheath are approximated with 
line catgut up to the midline. Only the straight in- 
cision then remains to be closed, closure being there- 
lore facilitated. Four interrupted silkworm-gut su- 
tures and three sets of button tension sutures are 
also employed. 

In all cases of cholecystectomy the author inserts 
1 small rubber tube through a stab wound from 1} 

(02 in. external to the main incision. 
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The anesthetics of choice are novocain, ethylene, 
and ether. 

The black silk skin sutures are removed on the 
seventh or eighth day, the interrupted silkworm-gut 
sutures on the tenth day, and the button sutures on 
successive days up to the fourteenth day. 

In the case of a sixty-year-old woman with recur- 
rent attacks of colic, intermittent attacks of jaun- 
dice, chills, and fever, a movable stone in the com- 
mon duct, and a small contracted gall bladder, the 
author drained the common duct and the gall blad- 
der. He believes that in about 20 per cent of cases 
of this type either carcinoma or chronic pancreatitis 
is present. 

Common duct stones impacted in the ampulla 
often can be reached only by doing a transduodeno- 
choledochotomy. The incision in the duodenum is 
closed by the three-row suture method—fine vase- 
line-covered Pagenstecher linen for the mucous mem- 
brane, catgut for the muscularis and peritoneum, 
and a Lembert suture of fine catgut. 

In cases in which a definite carcinoma or chronic 
interstitial pancreatitis is present, the best pro- 
cedure is either cholecystogastrostomy or external 
drainage of the gall bladder, depending on the pa- 
tient’s general condition. Norman G. Parry, M.D. 


Judd, E. S., and Gray, H. K.: Carcinoma of the 
Gall Bladder and Bile Ducts. Surg., Gynec. & 
Obst., 1932, lv, 308. 

The authors report a pathological and clinical 
study of 212 cases of primary malignancy of the gall 
bladder and too cases of malignancy of the extra- 
hepatic biliary ducts. These cases represented 1.4 
per cent of all cases in which operation for lesions of 
the gall bladder or biliary tract was performed dur- 
ing the same period of time. Of the carcinomata of 
the gall bladder, 74 per cent occurred in women, and 
of the carcinomata of the bile ducts, 51 per cent 
occurredin men. The average age of the 312 patients 
was fifty-seven and one-tenth years. Seventy-three 
per cent of the patients were between the ages of 
fifty and seventy years. The youngest patient was 
twenty-three and the oldest seventy-eight. 

The clinical picture of carcinoma of the gall blad- 
der or biliary ducts is not distinct and depends en- 
tirely on the situation of the lesion and on associated 
conditions such as infection, stones, and pancreatitis. 
In the majority of cases the symptoms are of less 
than six months’ duration. However, in many in- 
stances the symptoms persist over a period of many 
years, and during this entire period disease of the 
biliary tract should be suspected. The most fre- 
quent symptom is jaundice associated with pain in 
the right upper quadrant of the abdomen. 

The surgical treatment of carcinoma of the gall 
bladder or biliary ducts may be palliative or radical. 
In 55.1 per cent of the 312 cases reviewed only an 
exploratory operation was possible. Cholecystec- 
tomy was performed in 59 cases, cholecystostomy in 
42, cholecystectomy with choledochostomy in 9, and 
an anastomotic operation in 27. 
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Of the cases in which the gall bladder was the site 
of a malignant growth, stones were present in 64.6 
per cent. Carcinoma occurred in 140 cases, squa- 
mous-cell epithelioma and adenocarcinoma in 15 
cases, a papillary form of adenocarcinoma in 5 cases, 
squamous-cell epithelioma in 4 cases, and lympho- 
sarcoma in 1 case. Of 52 malignant lesions of the 
bile ducts, all were found on histological examination 
to be carcinomata and the majority were situated in 
the common duct. Sixty-five per cent of all growths 
which were graded proved to be of Grade 3 or 4. Of 
the patients with tumors of the gall bladder of 
Grade 3 or 4 in Webber’s series, the average length of 
life was only four and eight-tenths months. In cases 
of carcinoma of the ducts or ampulla the prognosis is 
still more unfavorable. 

While it is not known whether stones are a factor 
in the production of malignancy of the biliary tract, 
the high incidence of stones in association with this 
condition cannot be discounted and must be con- 
sidered in deciding for or against the removal of 
stones when they are first discovered. 

The importance of early diagnosis of malignant 
lesions of the gall bladder or biliary ducts cannot be 
overemphasized. Since it is impossible to recognize 
a distinct clinical syndrome accompanying malig- 
nant invasion of the biliary tract, the condition 
should be kept in mind in order that treatment may 
be instituted while it is temporarily controllable, if 
not curable. 


Cameron, G. R., and Oakley, C. L.: Ligation of the 
Common Bile Duct. J. Path. & Bacteriol., 1932, 
XXXxv, 769. 

In the rat, sudden occlusion of the common bile 
duct is followed by bile-duct hyperplasia with biliary 
stasis and dilatation of the bile passages. New bile 
ducts bud off from the interlobar ducts and grow 
around and between the liver lobules, causing atro- 
phy with consequent hyperplasia of the liver cells. 
Focal necroses in close association with the portal 
canals are seen throughout the period of the animal’s 
survival. They are preceded by congestion of the 
sinusoids of the affected areas with hyaline degenera- 
tion of liver-cell columns. Healing occurs by resorp- 
tion and regeneration of liver cells, generally with- 
out the formation of scar tissue. 

Georce A. CoLtett, M.D. 

Naegeli, T Surgery of the Spleen (Zur Chirurgie 
der Milz). Zentralbl. f. Chir., 1932, p. 

Referring to a review of surgical diseases of the 
spleen by Siebeck and Naegeli in the Zentralblatt 
fuer Chirurgie, 1928, p. 2324, the author limits him- 
self to the advances made in splenic surgery in the 
last few years. The diagnosis of diseases of the spleen, 
which previously depended upon palpation, percus- 
sion, puncture or biopsy (Henschen), and the blood 
picture, has recently been facilitated by X-ray exam- 
ination. Formerly the spleen could be visualized 
only indirectly by means of pneumoperitoneum or 
contrast filling of the bowel. In experiments on 
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animals, Radt and Oka have succeeded in demon- 
strating it directly by the intravenous injection of 
thorium dioxide solution (thorotrast). Before this 
method is suggested for human beings, a warning 
should be given that fatalities have occurred follow- 
ing the injection (Buengeler and Krautwig), and 
that histological studies as to late changes in the 
organs are still lacking. 

The surgical procedures applicable to the spleen 
are splenectomy, ligation or narrowing of the splenic 
artery, the opening or resection of abscesses and 
cysts, and, in rare cases of splenic injury, tamponade 
or suture of the spleen. Narrowing of the splenic 
artery (Henschen) by means of fascial strips was re- 
ported by Payr to the Surgical Congress in Berlin 
this year. In four cases of leukemia in which Payr 
performed this operation the spleen became smaller 
and clinical improvement lasted for one year. Lotsch 
believes that, before splenectomy is performed, first 
the artery and shortly afterward the vein should be 
clamped provisionally. Blocking of the phrenic 
nerve in the neck (Levy) and the injection of 
adrenalin are also advised as preliminary measures 
before splenectomy. For the latter, Nissen prefers 
the lumbar approach. 

Since the introduction of malarial treatm 
taboparesis spontaneous rupture of the splec: 
to have become more frequent. Spontane 
ture of a normal spleen—which is very rare 
always occurs in two stages. Today the treat 
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the ruptured spleen consists only of complete splenec- 
tomy without leaving portions of the spleen 
omentum. The malarial spleen without ru; 
not an indication for splenectomy. In 


in the 
ture is 
isolated 
tuberculosis of the spleen, splenectomy scems to 
yield gratifying late results. Henschen and \inter- 
nitz have obtained good results in 59 and 60 per cent 
of cases respectively. In the rare localized |ympho- 
granulomatosis, roentgen irradiation combined with 
arsenic therapy seems to be preferable to splenec- 
tomy (Henschen). In the equally rare malignant 
tumors and the non-parasitic cysts, only splenectomy 
is to be considered. Very large cysts which cannot be 
extirpated are sewed into the abdominal wound and 
opened and drained later. In cases of thrombosis 
of the splenic veins, acute torsion of the spleni 
pedicle, and smaller splenic abscesses, on!y removal 
of the spleen is considered as a rule. Large spleni 
abscesses with adhesions should be opened and 
drained. In cases of cystic tumor in the leit hypo 
chondrium, the possibility of echinococcus infection 
of the spleen should be considered. When + ic spleen 
is involved by echinococci, it should be removed if 
possible. When splenectomy is impossible. opening 
and evacuation of the cysts followed by the use ol 
formalin can be considered only in e eptional 
cases. Puncture of the cysts should be a!andoned 
The liver and lungs should always be ex. inined for 
echinococci. In hemolytic icterus, which in severe 
cases is associated with anemia, more or less marked 
jaundice, and a splenic tumor, good resu!ts may be 
obtained by splenectomy if the anemia ‘s not too 
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far advanced. After the operation the jaundice dis- 
appears and even though the resistance of the eryth- 
rocvtes remains unchanged, the condition consti- 
tutes practically a cure. In some cases, however, 
a recurrence develops. The operative mortality 
varies i:om 2.7 to 18 per cent. Of importance in the 
diagnosis is the fact that the disease often begins like 
a gall-sione attack. In Werlhofi’s disease (purpura 
hemorrnagica, thrombopenia) splenectomy is indi- 
cated if blood transfusion is unsuccessful. Under 
these circumstances splenectomy is preferable to 
ligation of the splenic artery. Recurrences may de- 
velop. Gaucher’s disease, which frequently occurs 
in brothers or sisters (Ruppauer, Lange), the un- 
explained isolated aspergillosis (occurring particular- 
lyin France, Spain, Italy, and Russia) and leukemia 
are occasionally influenced favorably by splenec- 
tomy. According to Naegeli, aspergillosis is due to 
small hemorrhages with calcium or iron encrusta- 
tions. As a rule, absence of the spleen is well toler- 
ated although the finding of Jolly bodies in the blood 
as long as twenty years later indicates incomplete 
compensation for loss of the organ. E. Traum (Z) 


Dawson of Penn, Lord: The Indications for, and 
Results of, Removal of the Spleen. Brit. J. 
J., 1932, li, 699. 

In addition to trauma and certain tumors of the 
spleen, splenectomy is justified in acholuric jaundice, 
purpura, and splenic anzmia. 

In acholuric jaundice its success is dramatic 
provided it is performed early. Accordingly, it is 


often necessary in youth. However, it should rarely 
be performed before the twelfth year of age. Acho- 
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luric jaundice is frequently associated with only a 
minor grade of anemia. Jaundice may be absent, 
the spleen not palpable, and the fragility of the 
erythrocytes not increased. If operation is deferred 
until all of the classical signs are present, the bone 
marrow becomes worn out and the anemia of the 
aplastic type. It is then too late for splenectomy. 
When the gall bladder is also involved, splenectomy 
should be performed first and the gall bladder 
removed later. 

In purpura hemorrhagica the results of splenec 
tomy are no less spectacular. Failures occur when 
the diagnosis is inaccurate. Bleeding, delayed re 
traction of the clot, a normal coagulation time, and 
reduction in the number of platelets are essential 
diagnostic criteria. Pre-operative transfusions are 
advisable. Bedson has shown that complete re- 
moval of platelets from the circulation does not 
induce purpura; damage to the capillary walls is 
also essential for the experimental production of the 
disease. Splenectomy can protect an animal from 
purpura produced by Bedson’s serum. 

In splenic anemia, splenectomy is not quite so 
successful on account of the fact that the cause of 
the disease has a two-fold effect: (1) anaemia, and 
(2) congestion of the spleen with an accompanying 
cirrhosis of the liver. Splenectomy benefits the 
anemia, but has little effect on the cirrhosis. 
Obviously, operation must be performed early in the 
disease. The author warns that a high platelet 
count contra-indicates operation. When death 
occurs it is usually due to hemorrhage or the 
advance of the cirrhosis of the liver. 

STANLEY H. Mentzer, M.D. 
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UTERUS 


Okkels, H., and Therkelsen, F.: An Unusual Case 
of Sarcoma of the Uterus (Fin seltener Fall von 
Uterussarkom). Hosp.-Tid., 1932, p. 415. 

In a series of 3,500 uterine curettings, Melchior of 
the Pathological Institute of the University of 
Copenhagen found carcinoma in 238 and sarcoma 
in 2. In a series of 5,055 uterine curettings, Moeller 
found carcinoma in 302, sarcoma in 7, and carcino- 
sarcoma in 1. Of 1,178 biopsies and tumors removed 
from the uterus, 323 showed carcinoma, 29 (1.88 
per cent) showed sarcoma, and 3 showed carcino- 
sarcoma. Of 5,766 autopsies, only 4 showed that 
death had been due to sarcoma of the uterus. 

The author reports an especially large sarcoma of 
the uterus which developed in a para-iii fifty-three 
years of age. The patient had passed the menopause 
at the age of forty-six years. For one year she had 
noted an increase in the size of her abdomen, and for 
one week had suffered from abdominal pressure 
pains. Laparotomy disclosed a cystic tumor arising 
from the lesser pelvis and extending well up into the 
abdomen. The neoplasm contained 5 liters of a 
chocolate-colored fluid. Only the uterus was in- 
volved. The adnexa were normal. There was no 
break in the capsule of the tumor, and there were no 
metastases. Total extirpation was followed by un- 
evertful recovery. 

The neoplasm was a large intramural cystic tumor 
of the uterus. Its greatest diameter was 40cm. The 
wall of the cystic cavity was very irregular, firm, and 
nodular. It presented whitish and grayish-red areas 
alternating with soft dark purple masses of tissue up 
to the size of an orange. The tumor did not invade 
the uterine cavity. Histological examination showed 
it to be a very cellular atypical leiomyosarcoma with 
cystic changes, hyaline degeneration, and necrosis. 

SAENGER (G). 


ADNEXAL AND PERIUTERINE CONDITIONS 
Rubin, I. C.: Twelve Years’ Experience with Utero- 


tubal Insu fflation ; Diagnosticand Therapeutic. 
Am. J. Obst. & Gynec., 1932, xxiv, 561. 


Insufflation was employed as a diagnostic and 
therapeutic measure in 2,273 cases of sterility and in 
154 cases of other conditions. There were 3,600 in- 


sufflations. Genital inflammations, menstruation 
and the premenstrual phase, abnormal bleeding from 
the genital tract, pregnancy, and severe constitu- 
tional diseases were regarded as contra-indications. 
There were no serious sequelz. 

The most favorable time to insufflate the tubes is 
the postmenstrual phase, from the fourth to the 
seventh day following cessation of the menses. The 


use of a uniform pressure rate flow of gas within 
definite time limits is essential for safety. ‘arbon 
dioxide is the preferred gas because of its rapid re- 
sorption. With the aid of the kymograph, thie pres. 
ence of tubal patency, tubal stenosis, peritu)al ad- 
hesions, and uterotubal spasm can be determined, 
In the vast majority of cases it is possible tv locate 
the site of an obstruction. A decision for or against 
operation to open the tubes is thus rendered pos. 
sible. In this respect, abdominal auscultation and 
careful notation of the sensory reactions during the 
examination are important. 

The interpretation of the results of insufflation 
has been confirmed by experimental methods and 
the findings in 186 laparotomies and 132 cxamina- 
tions with lipiodol. In this connection the author 
calls attention to the fact that although there were 
no complications from insufflation in the 1 32 cases, 
the use of lipiodol was followed by sequeli in 9 cases. 
In 3 of the latter there were pelvic abscesses requir- 
ing surgical intervention. 

Of the 2,192 patients with sterility in whom the 
condition of the tubes was determined satisiactorily, 
normal patency was found in 947 (43.2 per cent), 
tubal obstruction of varying degree in 1,245 (56.8 per 
cent), and complete obstruction in 572 (26.1 per 
cent). 

Following induced abortion the incidence of tubal 
obstruction was 60.22 per cent, and following ap- 
pendicitis, 60.46 per cent. Obstruction was found to 
be associated with fibroids in 57.96 per cent of the 
cases, and with retroflexion in 65.18 per cent. In 
81.94 per cent of cases of extra-uterine pregnancy 
the residual tube was obstructed. 

In patients insufflated during the tenth to the 
sixteenth day of the menstrual cycle, i.e., at a time 
when ovulation would be expected to occur, the rate 
and amplitude of contraction and the uterotubal 
tonicity are increased. In functional amenorrhea 
of young women, during the menopause, and after 
X-ray castration, they are decreased. 

Tubal insufflation appears to be of definite thera- 
peutic value in sterility. This is demonstrated by 
improvement in tubal patency and function during 
prolonged or repeated insufflation as recorded on 
the kymograph and by the occurrence of pregnancy 
after a short interval. Of the 398 women who be- 
came pregnant after insufflation, 123 (-1.55 pe 
cent) were treated for peritubal adhesions or tubal 
stenosis. Insufflation may therefore be idered a 
non-operative method of salpingolysis. [1 °7.59 pe 
cent of these women conception occurred uring the 
first six months after insufflation; in 42.:' per cent, 
within two months; and in 27.89 per cen’, within a 
month. Of the 244 women with primer sterility 
who became pregnant, 22.13 per cent had been mar 
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ried for over five years before they were treated by 
insufflation. Of the 154 with secondary sterility 
who found themselves unable to conceive for five 
vears or longer after their last pregnancy, 44.15 per 
cent became pregnant after the treatment. In the 
cases of 12 Women, pregnancy occurred after sterility 
for more than fifteen years. In the cases of 247 
62.00 per cent) of the 398 women who became preg- 
nant, insufflation was the only treatment. Of 57 
women with dysmenorrhoea, 66.6 per cent were bene- 
fited by the insufflation. E. L. Cornett, M.D. 


Gilardino, E., and Mazzone, G.: The Cause of the 
Ovarian Changes in Hydatiform Mole (Sulla 
genesi delle alterazioni ovariche nella mola vescico- 
lare). Riv. ital. di ginec., 1932, xiv, 273. 

Aschheim and Zondek came to the conclusion that 
the hormones in the urine of pregnant women caus- 
ing the changes in the ovaries of sexually unde- 
veloped rats on which they base their biological diag- 
nosis of pregnancy have their origin in the anterior 
lobe of the hypophysis. However, work done by 
others tends to show that there is a pregnancy hor- 
mone originating in the placenta. 

The authors made a systematic study of the effect 
of injections of the urine of pregnant women into 
guinea pigs. They injected the urine in varying 
doses, and compared the changes brought about in 
the ovaries with the picture of hydatiform mole. The 
animals were killed thirty-six hours after the last in- 
jection. In all of them the ovaries had increased to 
jive or six times their normal size and showed follicu- 
lar cysts of varying sizes, some of which contained 
blood. The authors give a detailed description of the 
histological changes, which in many respects resem- 
bled those of hydatiform mole. On the basis of their 
findings they state that the pregnancy hormone of 
even normal women is apparently capable of causing 
small cysts similar to those seen in hydatiform mole, 
and that hydatiform mole is evidently caused by an 
exaggerated production of this hormone. The ani- 
mals on which they experimented showed also the 
toxic symptoms that are associated with hydatiform 
mole and chorionepithelioma. 

Aubrey Goss Morcan, M.D. 


EXTERNAL GENITALIA 


Simon, S.: Results of Radiation Treatment in Car- 
cinoma of the Vulva (Die Bestrahlungsergebnisse 
beim Carcinoma vulvae). Strahlentherapie, 1932, 
xiii, 273. 

The author reviews the statistics of Bueben, 
Adler, Delporte and Cahen, and Voltz; also those 
of Radiumhemmet. He classifies carcinoma of the 
vulva, like carcinoma of the cervix, into four groups. 
Group 1 consists of the small nodules and the non- 
ulcerated infiltrations of the labia and clitoris; 
btoup 2, of the larger nodules and localized ulcera- 
‘ions; Group 3, of ulcerated growths which have in- 
vaded the neighboring tissues of the vulva, but have 
femained localized to one side; and Group 4, of 
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lesions which have extended across to the other side 
and of recurrences. In Groups 2 and 3 the glands are 
nearly always enlarged. 

The author attempts’to give an’exact description 
of the kind of radiation that is used. He describes 
first the radical form of treatment which aims at 
complete obliteration of the tumor. This form of 
radiation is indicated definitely in cases in which 
complete destruction of the newgrowth can be an- 
ticipated. In all other cases it is indicated relatively. 
Simon describes also palliative radiation for the 
relief of symptoms and preventive radiation after 
radical surgical removal of a tumor. 

He then reviews twenty-four cases of vulvar car- 
cinoma seen in the period from 1926 to 1930. Of 
twenty-one, fourteen were suitable for radical radia- 
tion. The indications were absolute in three cases 
and relative in eleven. Two of the patients with an 
absolute indication for radical radiation are still 
alive, one after more than three years and the other 
after more than one year. Of the patients with a 
relative indication, three are well; one has been well 
for almost three years and another for more than 
two years. A prognosis from the histological picture 
is impossible. 

In discussing the technique of treatment, the 
author states that he prefers the combined radium- 
roentgen method and has abandoned the radium- 
needle method. The radium is maintained at a dis- 
tance of at least 1 cm. from the surface to be radi- 
ated. For carcinoma in the region of the clitoris he 
employs an appliance into which is fitted a plaque- 
shaped carrier and, with proper filtration, the ra- 
dium is maintained at the right distance by means of 
a disk of cork. In carcinoma of the region of the 
labia the implantation method is satisfactory as long 
as the tumor is still circumscribed and mobile. In 
other cases the distance apparatus is employed. 
Technically, the radiation of carcinoma of the vulva 
is very diflicult. The fact that cures are obtained 
with very different methods indicates that, not the 
method itself, but other factors are decisive in the 
end-results. E. Puriep (G). 


Bueerman, W. H.: Vaginal Enterocele. A Report 
of Three Cases. J. Am. M. Ass., 1932, xcix, 1138. 


A vaginal hernia is formed when a portion of the 
abdominal contents pushes a peritoneal sac through 
an opening in the pelvic wall and bulges into the 
vagina. To seventy-three cases of this condition col- 
lected from the literature the author adds three of 
his own. In the great majority of the cases there was 
a posterior vaginal hernia. The oldest patient was 
sixty-seven years of age and the youngest seventeen. 
The diagnosis is made before operation in fewer than 
half of the cases. The hernia may interfere with 
labor, rupture during or independently of labor, or 
become incarcerated. 

The development of the hernia seems to be favored 
by a congenitally defective cul-de-sac, especially 
after labor has placed a strain on the openings in the 
muscles of the pelvic floor. 
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The symptoms are usually those of a rectocele and 
are not characteristic. They are relieved by the 
prone position and aggravated by coughing, strain- 
ing, and standing. Frequently one or more attempts 
at surgical correction are made without relief before 
the nature of the condition is recognized. The hernia 
may be associated with a rectocele or cystocele, the 
diagnosis then being especially difficult. A sign not 
described previously which the author believes is 
pathognomonic is the passage of peristaltic waves 
over the surface of the sac when the sac is irritated 
digitally. 

The treatment of the herniz is surgical. Three 
essentials are: isolation of the sac, disposal of the 
sac, and repair of the defect at the point of egress of 
the hernia from the abdomen. The variation in the 
conditions under which vaginal herniew are encoun- 
tered makes a uniform procedure out of the question. 
The sac is best isolated by a vaginal approach 
through the incision commonly employed for the 
repair of a rectocele or cystocele, depending on 
whether the hernia is posterior or anterior to the 
uterus. When the contents of the sac are then re- 
duced, the peritoneal lining of the sac becomes ap- 
parent. Through the vaginal approach the sac may 
be disposed of by pushing its contents into the abdo- 
men, ligating the sac high, and excising any super- 
fluous portion. If abdominal section is also con- 
templated, the sac may be pushed into the abdomen 
with its contents and the repair of the defect made 
at the same time. After the abdomen is opened, the 
sac may be everted and sutured to the posterior sur- 
face of the uterus or its redundant portion may be 
excised, 

Repair of the defect at the point of egress of the 
hernia may be accomplished from the vaginal ap- 
proach by obliterating the cleavage plane through 
which the hernia emerged. The operation is then 
completed by approximating the levator ani as in a 
high perineorrhaphy. The pelvic floor defect may 
usually be repaired by obliterating the cul-de-sac of 
Douglas as in the Moschowitz operation for rectal 
prolapse. Associated pathological conditions such as 
uterine displacement may be corrected at the same 
time. When the vaginal hernia is associated with 
marked uterine prolapse, vaginal hysterectomy and 
repair of the hernia may be done at the same time. 

Harry W. Fink, M.D. 


Strachan, G. I.: Adenocarcinoma of the Vagina. 
J. Obst. & Gynec. Brit. Emp., 1932, xxxix, 566. 

Carcinoma of the vulva is an uncommon condi- 
tion to which little space is devoted in gynecological 
textbooks. In some cases the growth may be an 
epithelioma. This may be primary in the vagina 
and arise in any part of it, but as a rule an epithe- 
lioma represents the direct extension of a cervical 
epithelioma and under such circumstances is con- 
fined to the upper part of the vagina. Adenocar- 
cinoma, which is less frequent, may be secondary to 
carcinoma of the body of the uterus and constitute 
the first sign of the latter condition. Primary adeno- 
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carcinoma of the vagina is the rarest of growths 
The author reports two cases of this type of malig 
nancy. Both tumors arose from the posterior 
vaginal wall near the cervix. They had auli- 
flower appearance and came away during the course 
of a digital examination. 

Adenocarcinoma of the vagina is of special! | \terest 
from the standpoint of its origin. The vovina is 
said ordinarily to contain no glands and prowuce no 
secretion. However, some gynecologists hav» occa 
sionally found glands in the vagina, espe: ‘ally in 
the fornices. Such glands are usually judge! to be 
misplaced cervical glands, but by some t'cy are 
regarded as extensions of normal intri cervical 
mucosa or fragments of the lower pari of the 
wolffian duct or Gartner’s duct. 

Harry W. Fix ILD 


MISCELLANEOUS 


Novak, E.: On Certain Endocrine Factors in Men- 
struation and Menstrual Disorders, with Spe- 
cial Reference to the Problems of \\cnstrual 
Bleeding and Menstrual Pain. 1 Ist. & 
Gynec., 1932, XXiv, 319. 

Most of what is known concerning the | 
of menstruation pertains to its endocrinolo; 
fundamental réle in the mechanism of thi 
like that of most other vegetative functions, is 
played by the endocrine system rather than by the 
more highly developed nervous apparatus 

The endocrine factors are probably i 
even in the fetal and prepubertal perio« 
puberty their importance is increased. 

Such menstrual abnormalities as exces 
tional bleeding cannot be studied mere! 
standpoint of endometrial histology or th 
tive hormone content of the blood. A bro: 
point based on considerations of comparati 
ology is necessary. Periodical hamorrhag: 
genital canal may be of various types, ea: 
entirely different mechanism. The most 
variety—functional bleeding with hyperp! 
endometrium—is due apparently to persis! 
excess of the follicular secretion with ck 
excess of the corpus luteum hormone, 
There can be little doubt, however, that t! 
disturbance is due in turn to imbalai 
governing sex hormones of the pituitary ¢ 

The findings of recent investigations in 
uterine motility is subject to a definite 
fluence, and that folliculin is in general « 
and progestin an inhibitor of rhythmic 
tractions. The author therefore advan 
that the pain of primary dysmenorrha: fain 
able, in part at least, on the basis of these his 
pain is characteristically of a colicky ty} ggest 
ing spasmodic muscle contraction, begins 
characteristically a day or two before |! iset ol 
menstrual bleeding, i.e., just at the tin at the 
withdrawal of the inhibiting corpus luteu rmone 
takes place. While psychogenic, con tional, 
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developmental, and other factors undoubtedly play 
4 role in the production of primary dysmenorrhcea, 
the immediate cause seems to be a heightened irrita- 
bility of the uterine muscle. On the basis of this 
theory, the author suggests a plan of organotherapy 
combined with measures directed toward the second- 
ary factors mentioned. E. L. Cornett, M.D. 





Novak, E., and Reynolds, S. R. M.: The Cause of 
Primary Dysmenorrheea. J. Am. M. Ass., 1932, 
xcix, 1466. 








Primary (essential) dysmenorrhoea frequently oc- 
curs in women whose pelvic organs are quite normal 
anatomically. The pain begins a day or two before 
the onset of the menstrual bleeding and is commonly 
of a colicky spasmodic character. It has been 
attributed to the following factors: 

1. Mechanical obstruction. The theory that 
mechanical obstruction is responsible is rarely ten- 
able and is being abandoned. Anteflexion is often 
found in the absence of dysmenorrhoea, and most 
severe menstrual pain sometimes occurs in women 
with no anteflexion of the uterus or any other gross 
abnormality. Even at the height of the menstrual 
pain, a probe can easily be passed into the uterus. 

2, Hypoplasia of the pelvic organs, particularly 
the uterus. Often when the uterus is markedly hy- 
poplastic, as in infantile uterus, there is no men- 
strual’pain. Moreover, primary dysmenorrhea is 
often an acquired disorder. 

3. Psychogenic factors. Many gynecologists be- 
lieve that psychic trauma is the basis of the first 










































attack of dysmenorrhoea and that subsequent at- 
tacks are the result of anxiety or fear subconsciously 
associated with the menstrual function. 
. 4. Constitutional factors. It is believed that 
“ dysmenorrhoea is often due merely to a decrease of 
constitutional or nervous stability. Under such cir- 
7 cumstances it is often cured by improvement of the 
@ general health and proper general hygiene. 
“ 3. Endocrine factors. 
“ In conclusion the authors state that whatever the 
“ inderlying cause of the pain may be, they believe 
" that the immediate cause is a spasmodic contraction 
a vi the uterine muscle. Experimental data are cited 
“1 in support of this theory. 
an CHARLES F. Du Bots, M.D. 
be Salvini, A.: A Clinical Study of Appendicitis in Its 
™ Relation to Gynecological Affections (Con- 
‘ tributo clinico allo studio dell’ appendicite e affezioni 
“d ginecologiche). Riv. ital. di ginec., 1932, xiv, 177. 
0 
n In 189 gynecological laparotomies done in the 
- section of Gynecology and Obstetrics of the Munici- 
in- pal Hospital of Alexandria during 1930 and 10931, 
his appendectomy was performed 25 times (in 6 cases of 
st ystic disease, 9 cases of adnexitis, 3 cases of uterine 
ins nalposition, 6 cases of oophoritis, and 1 case of 
af ‘xtra-uterine pregnancy). 
the Since in many cases the appendix is found diseased 
one n histological examination when it appeared nor- 
nal, nal grossly, Salvini believes that failure to remove 
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it is associated with risk. He states that appendec 
tomy is indicated especially when there is a history 
of previous attacks which may have been due to 
disease of the appendix. | Kucrene T. Leppy, M.D. 
Sampson, J. A.: Pelvic Endometriosis and the 
Tubal Fimbriae. Am. J. Obst. & Gynec., 
Xxiv, 497. 


1932, 


Primary fimbrial endometriosis develops from the 
activation and differentiation of the tubal mucosa 
of the fimbriz into a structure resembling endome- 
trium. A similar condition may occur in the mucosa 
of the ampulla of the tube. These are distinct patho 
logical entities which may be grouped with primary 
uterine endometriosis (uterine adenomyoma of mu- 
cosa origin and adenomyosis interna), primary endo 
salpingiosis, endometriosis arising from the mucosa 
of the proximal portion of the tube, postoperative 
endometriosis continuous with the uterine mucosa, 
and postsalpingectomy endosalpingiosis continuous 
with the tubal mucosa. They should not be grouped 
with the various forms of misplaced muellerian mu 
cosa not in continuity with the mucosa lining the 
uterus and tubes. 

Misplaced muellerian tissue derived from tubal 
mucosa should be designated as endosalpingeal, but 
when it becomes differentiated into a structure re 
sembling endometrium, the author is tempted to 
call it endometrial. 

Primary fimbrial endometriosis may invade or 
spread over the surfaces of the walls of the tube and 
mesosalpinx. When it arises in ovarian fimbria it 
may involve the ovary also and cause endometrial] 
cysts of that organ. This differentiated mucosa re 
acts to menstruation, and since it is exposed (un- 
encapsulated) to the peritoneal cavity, menstrual 
blood carrying bits of muellerian tissue readily es- 
capes into the pelvis. It is probable that primary 
endometriosis may arise in any part of the fimbrial 
mucosa. It has developed in the terminal portion of 
this mucosa at or near the mucoserosal junction. 

Trauma and repair of injured tubal mucosa con- 
stitute important factors in the etiology of endome 
triosis at the mucoserosal junction of tubal fimbri 
and in and about salpingectomy stumps. 

A study of conditions other than endometriosis 
which are often present at the mucoserosal junction 
indicates that epithelium is sometimes disseminated 
from the terminal portion of the fimbrial mucosa by 
certain reactions the cause of which is not clearly 
evident. 

At times, uterine and tubal epithelium escape 
through patent tubes from muellerian mucosa, a 
tissue which frequently possesses the invasive traits 
of cancer. Sometimes endometriosis is brought 
about by the activation of tubal and uterine epi 
thelium by trauma and repair (tubal stumps, muco 
serosal junction of the fimbriw, and incised wounds 
of the uterus). 

The general laws governing the healing of wounds 
of the various structures and organs are the same 
whether the wounds are caused by the surgeon or 
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by disease. A comparative study of peritoneal 
endometriosis and peritoneal carcinomatosis re 
vealed in each condition the histological structure of 
the parent tissue from which the condition had 
arisen (muellerian mucosa in one instance and cancer 
in the other), and demonstrated that not only the 
histological pictures of the various stages in the de- 
velopment of the peritoneal lesions but also the end- 
results of the two conditions are similar. These ob- 
servations suggest that the fundamental method of 
origin of the secondary growths is the same in both. 
E. L. Cornett, M.D. 


Dogliotti, V.: The Use of the Mikulicz Drain in 
Gynecological Abdominal Surgery (Considera- 
zioni sull’uso del drenaggio alla Mikulicz nella chir- 
urgica addominale ginecologica). Riv. ital. di ginec., 
1932, XiV, 290. 

Mikulicz drainage has been the subject of con- 
siderable discussion. Some surgeons are very much 
opposed to its use. After describing the technique 
employed in the Gynecological Clinic at Genoa, 
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Dogliotti reviews sixty-eight cases in which 
been used since 1925. ‘The latter were « 
chronic adnexitis with adhesions, pyosalpin 
uterine pregnancy, fibroma of the uterus, a: 
hysterectomy. Of eighteen patients seen aft 
or more years, eventration was found in o 

The objections that have been raised to } 
drainage are that it frequently causes ev: 
and postoperative hernia, sometimes cause: 
nal fistulae, and occasionally causes ileus. 
author thinks these complications are duc 
to defective technique. He believes th 
Mikulicz drainage is used in properly select 
it protects against infection. 

The time required for complete closu 
abdominal wound ranges from twenty-one | 
nine days. The method is indicated pa 
for controlling capillary hemorrhage, ob! 
dead spaces formed by the enucleation o! 
troperitoneal or infraligamentary tumors, 
in which complete peritonization of the 
field is impossible. | Auprey Goss Mor 
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PREGNANCY AND ITS COMPLICATIONS 
Baird, 
La 


.: The Upper Urinary Tract in Pregnancy. 
1932, CCXxiil, 983. 

In a detailed study of the upper urinary tract in 
pregnancy in which he compared the findings of 
clinical, urological, and postmortem examinations, 
Baird found that dilatation is more common and 
more marked in the right urinary tract than in the 
left and more marked in primipare than in multip- 
are. In 48 of 102 autopsies the distortion was of 
the type which he regards as characteristic of preg- 
nancy. This was an asymmetrical dilatation in 
which the right ureter was dilated, elongated, and 
kinked above the brim of the pelvis. The most com- 
mon site of kinking was at the junction of the upper 
and middle thirds. On the left side some dilatation 
vas usually present, but was more uniform through- 
out the length of the ureter, extending down to the 
bladder. 

In 14 multipara who died of toxemia there was 
no dilatation of the ureters. The author attributes 
this fact to the prevention of ureteral atony by an 
over-production of hormones of the posterior lobe 
ol the pituitary gland in the toxemias of pregnancy. 
Examination shows that in the later months of 
pregnancy the ureter may be compressed between 
the uterus and psoas muscle, and that obstruction 
it the pelvic brim is more frequently due to physio- 
ogical causes on the right side than on the left side. 
In a comparison of the dilatation in the later 
months of pregnancy with the dilatation produced 
y an ovarian cyst of the same size and in same 
position as the pregnant uterus, it was found that 
the dilatation produced by the cyst was much less 
ind accompanied by very little atony and much 
ess frequently by kinking of the right ureter. 

by chromocystoscopy the author determined that 
lelay in the appearance of the dye was more apt to 
he due to dilatation of the ureter with stasis than to 
‘decrease in renal excretion. The dilatation with 
stasis began in the fourth month, reached its maxi- 
mum in the fifth and sixth months, and then de- 

reased toward term. 

\ close relationship was noted between the time 

‘the onset of stasis and the onset of the so-called 
yelitis of pregnancy. In 70 per cent of the cases 
tudied the pyelitis occurred between the fourth and 
‘sth months of pregnancy in primipare. In multip- 

re, the time of onset of the stasis and pyelitis was 
nuch more variable. Both the stasis and the infec- 
1 were more marked in primipare. The incidence 
premature delivery, either spontaneous or in- 
‘uced, was twice as high in primigravide. 

Jn the right side the dilatation usually affected 
¢ kidney pelvis and calyces, whereas on the left 
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side it was more often confined to the ureter. When 
there was considerable dilatation of the calyces, in- 
terference with kidney function was usually shown 
by intravenous pyelography. 

The author believes that pyelitis with toxamic 
symptoms is apt to be wrongly diagnosed unless a 
careful microscopic examination of the urine is made. 
He advocates frequent use of ureteral catheters 
when there is ureteral obstruction due to blockage 
or kinking. He has found that drainage by catheter 
improves the kidney function. 

The treatment of the pyelitis of pregnancy is 
described in detail. ALBert W. Hotman, M.D. 


Wilkinson, J. F.: Pernicious Anzwmia of Preg- 
nancy. J.Obst.@Gynec. Brit. Emp., 1932, xxxix, 
293. 


> 


Wilkinson discusses true primary or pernicious 
anemias of the megaloblastic type with a high color 
index. He distinguishes two types: (1) the pernicious 
anemia of pregnancy, and (2) primary pernicious 
anemia with pregnancy. The first type is due 
directly to pregnancy and may come on at any time 
during pregnancy or the puerperium. The second 
type is not due to pregnancy, but may be noticed 
first when an added strain is placed on the hama- 
topoietic system by pregnancy or may develop dur- 
ing pregnancy in a woman with a ‘amilial tendency 
to it. 

The pernicious anemia of pregnancy is considered 
most serious when it comes on after delivery. It is 
characterized by extreme pallor, a yellowish tint of 
the skin, weakness, dyspnoea, and nausea, and is 
occasionally accompanied by vomiting, soreness of 
the tongue, and diarrhoea. Frequently there is 
cedema of the limbs and face. On account of the 
oedema and the fact that albuminuria may occur, the 
condition must be differentiated from nephritic 
toxemias. This is accomplished by a study of the 
blood. In the pernicious anemia of pregnancy the 
blood shows a marked reduction in the number of 
red cells with a less marked decrease in the haemo- 
globin and a color index greater than 1; a slight in- 
crease in the number of leucocytes; anisocytosis, 
abnormal staining, megaloblasts, and normoblasts; 
and no change in the number of blood platelets. 
There is no abnormality of gastric secretion compa 
rable to the achylia occurring in true pernicious 
anemia, and there are no changes in the central or 
peripheral nervous system. After blood transfusion 
remission is rapid and usually permanent. The prog 
nosis, which was poor before the use of blood trans- 
fusion, is now good for both the mother and the child 
if the condition is recognized early enough. 

True pernicious anemia is characterized by achy 
lia gastric and neurological symptoms in addition 
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to the symptoms described. When the condition was 
present before the onset of pregnancy, it becomes 
progressively worse as the pregnancy progresses. 

The treatment of both types of pernicious ane- 
mia is the same. In Wilkinson’s cases blood trans- 
fusion is used to carry the patient over the acute 
stages and is supplemented by the use of desiccated 
hog’s stomach, 1 oz. of which, given daily, is suffi- 
cient to produce a substantial increase in the blood 
count and the hemoglobin. In cases in which blood 
transfusion is impossible because of auto-agglutina- 
tion, liver extracts are administered intravenously. 
In the pernicious anemia of pregnancy treatment 
need be given only during the pregnancy and the 
puerperium, but in true pernicious anemia it must 
be continued indefinitely. 

ARTHUR H. Kiawans, M.D. 


Tesauro, G.: Myomectomy and Rupture of the 
Uterus (Miomectomia e rottura d’utero). Arch. di 
ostel. € ginec., 1932, XXXiX, 243. 

The case reported was that of a woman twenty- 
three years of age who had been subjected to myo- 
mectomy two years previously. The rupture of the 
uterus occurred suddenly during pregnancy, without 
prodromal symptoms. Operation was performed im- 
mediately. The fetus was found in the peritoneal 
cavity. The uterus had contracted so that severe 
hemorrhage had not occurred. Hysterectomy was 
followed by uneventful recovery. 

The rupture occurred at the site of the myo- 
mectomy scar. Histological examination of the 
uterine wall at this point revealed a thin scar with 
diffuse replacement of the muscle fibers by connec- 
tive tissue. Decidual cells were found between the 
muscle fibers. The presence of decidual cells in the 
already thin scar probably led to further weakening 
of the uterine wall at this point. As the placenta was 
inserted upon the wall opposite the myomectomy 
scar, infiltration of the scar by chorionic villi did not 
occur. 

The author reviews the literature and presents 
the various theories regarding the pathogenesis of 
rupture of the uterus. He states that accurate suture 
of the uterine wall following myomectomy may re- 
sult in a firmer scar and better uterine function. 
During delivery, the obstetrician should direct his 
attention to the uterine scar as rupture of the uterus 
may occur without the classical symptoms and with 
only slight pain. Peter A. Rost, M.D. 


LABOR AND ITS COMPLICATIONS 


Daniels, E. A.: Dystocia Dyspituitarism. J. Obst. & 
Gynec. Brit. Emp., 1932, Xxxix, 573. 


Daniels describes a type of labor which is pro- 
longed and difficult because of a pituitary disturb- 
ance instead of uterine inertia or occiput-posterior 
position of the fetus. As the woman with this condi- 
tion does not show any cretinoid characteristics, the 
secondary sexual characteristics are fully developed. 
Whether or not she is a purely pituitary type may 


be open to question, but she nevertheless presents 
many of the signs of hypopituitarism. She has q 
characteristic appearance. She is of short stature 
(about 5 ft.), her head is close to her chest, she has a 
heavy deposit of fat around her pelvic girle, her 
hips are quite broad, and her face is plump. He 
hands are small and chubby, but the fingers are not 
fat or sausage shaped. The radius, ulna, 1 
fibula are shortened considerably and ar 
proportion to the fairly normal length of 
merus and femur. The feet are small. 
there is genu valgum. The menstrual flow is usually 
established late in adolescence. The wom:n tires 
easily and shows hypotension with a slow pulse. She 
is of a psychoneurotic nature and subject to the 
toxemias of pregnancy. The vaginal introitus is 
very small, and the pelvic floor has little elasticity 
The obstetrical measurements are norma!. \n out- 
standing characteristic is heavy pelvic boues. The 
pubic rami are heavy and masculine, and the tuber 
osities of the ischia are thick and bulging 

Labor begins with good contractions which are 
regular and forceful, but after from fifteen io twenty 
hours of such contractions the dilatation is still ver 
small. The author does not recall an anterior posi 
tion of the fetus in cases of this type, but oblique 
arrest and impaction are common. The cervix re 
mains rigid, and oxytocics are of no value. Sponta- 
neous delivery may occur, but is rare. ‘lhe woman 
soon becomes exhausted. The incidence o/ stillbirth 
and puerperal morbidity is high. 

The author advises that the patient be sent toa 
hospital and given a test of labor. If after from ten 
to fifteen hours no progress is being made, cwsarean 
section should be done. 

Three cases are reported in detail. 

J. THORNWELL WITHERS 
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Davis, M. E.: Breech Presentation. 
North Am., 1932, xii, 1193. 

Of 35,000 women delivered on Davis’ service at 
the Chicago Lying-In Hospital, breech resentation 
occurred in 1,478. Its incidence was theretore 4. 
per cent. This frequency is probably lained by 
the fact that many of the women entering the hos 
pital are referred because of complicat) ns. An) 
factor interfering with the accommoda betwee! 
the fetus and the mother’s pelvis m 
breech presentation. 

In the 1,478 cases of breech presenta' 
rected mortality was 6.7 per cent. Tl 
tributes the increased death rate to se 
including misjudgment of the degree 
tion between the aftercoming head «: 
and complication of the mechanism 0! ! 
obstetrician. Operations to terminati 
high fetal mortality. Prolapse of the 
mon because of incomplete filling o! 
the breech. Other factors increasing | 
were incomplete effacement and inco! 
tion of the cervix. The babies died 
cerebral damage, intracranial hemor! 
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the tentorium and falx, or damage to the medulla, 
the nerves of the extremities, or the spinal column. 
Very few died from prolonged asphyxia incident to 
the breech delivery. 

The author advocates external version when it is 
possible When the disproportion appears to be 
too great for delivery from below, when the mother 
is an elderly primipara and the life of the child 
assumes added importance, and when fibroids or 
ovarian cysts complicate the delivery, elective lap- 
arotrachelotomy under local anesthesia is ad- 
yocated. ‘The techniques of external version and 
breech delivery are described in detail. 

ALBERT W. HoLtman, M.D. 


Studdiford, W. E.: Breech Presentations and Their 
Delivery. J. Am. M. Ass., 1932, xcix, 1820. 

The fetal mortality directly attributable to breech 
presentation has been estimated to be between 6.2 
and 16.4 per cent. 

The anatomical causes of death are intracranial, 
spinal, intra-abdominal, and other traumatic lesions. 
(Of thirty-two autopsies, 6.25 per cent showed anom- 
alies incompatible with life, and of the remainder, 
only 6.5 per cent failed to show a serious traumatic 
lesion. 

In an effort to reduce the incidence of such in- 
juries, 3 lines of procedure have been followed. The 
iirst and possibly the most important is antepartum 
care; the second, the proper conduct of labor; and 
the third, the performance of cesarean section in a 
certain small percentage of cases. 

In women attending the antepartum clinic of the 
Sloane Hospital for Women, New York, during the 
period from 1926 to 1928, breech presentation was 
not recognized in over 50 per cent of the cases before 
the patient was in labor. In known cases of breech 
presentation a repeated effort should be made to 
perform external version. The Sloane Hospital rec- 
cords show 106 cases in which external version was 
done. In 86 per cent it was successful. It should be 
attempted between the thirty-second and thirty- 
eighth weeks. 

In a series of cases of breech presentation the in- 
cidence of abnormal pelvis was 18 per cent in primip- 
are and 22 per cent in multipare. The incidence 
oi abnormal pelvis in cases in which stillbirth oc- 
curred was 55 per cent in primipara and 32 per cent 
inmultipare. Of the stillborn infants of multiparze, 

1 per cent weighed over ro lb. (4,535 gm.). 

Every effort should be made to preserve the 
amniotic sac intact. Therefore it is unwise to at- 
‘empt any method of induction. In the cases re- 
viewed, stillbirths and neonatal deaths were asso- 

ciated with premature rupture of the membranes in 
30 per cent of the primipare and in 42 per cent of 
the multiparze. 

_ At Sloane Hospital, intervention in breech de- 

‘verles has been reduced as much as possible. The 

author describes the technique of breech extraction, 

emphasizing especially the inportance of gentleness 
and deliberation in the delivery of the head. 


o 


Prolapse of the cord, which occurred in 12 of the 
cases reviewed, accounted for 27 per cent of the 
stillbirths in the cases of primipara and 20 per cent 
of those in the cases of multipare. 

In a series of 352 cases the maternal mortality 
was 0.57 per cent. With 1 exception, delivery oc- 
curred by way of the vagina. Before cwsarean sec- 
tion is performed in a case of breech presentation a 
roentgenographic examination of the fetus should 
be made as the incidence of anomalies in such cases 
is high. ROLanp S. Cron, M.D. 


Baer, J. L., Reis, R. A., and Lutz, J. J.: The Present 
Position of Version and Extraction. Am. J. 
Obst. & Gynec., 1932, XXiv, 590. 

Of 15,136 deliveries during the decade from 1922 
to 1931, version and extraction were done in 156 
(1.03 per cent), high forceps were used in 148 (0.97 
per cent) and cesarean section was performed in 381 
(2.52 per cent). During the second five-year period of 
that decade the frequency of version and extraction 
and the use of high forceps dropped 50 per cent 
whereas the frequency of cawsarean section increased 
fourfold. These figures represent not merely a shift 
in indications and the replacement of version and 
extraction and the use of high forceps by cwsarean 
section, but also an actual increase in the use of 
caesarean section based on a widening of the indica- 
tions for the operation. 

Following delivery by version and extraction the 
maternal mortality was 1.30 per cent, following the 
use of high forceps it was zero, and following 
cwsarean section it was 2.10 per cent. The incidence 
of infection was 12.98 per cent following version and 
extraction, 16.36 per cent following the use of high 
forceps, and 32 per cent following cwsarean section. 
Complications occurred in 21.31 per cent of the 
cases in which version and extraction were done, 
25.27 per cent of those in which high forceps were 
used, and 52.75 per cent of those in which cxsarean 
section was performed. The fetal mortality was 
12.82 per cent following extraction and version, 
7.41 per cent following the use of high forceps, and 
1.04 per cent following cwsarean section. 

E. L. Cornett, M.D. 


Massazza, M.: The Technique of Transperitoneal 
Cesarean Section on the Lower Segment (In- 
torno alla tecnica del taglio cesareo transperitoneale 
sul segmento inferiore). Folia gynaecol., Genova, 
1932, XXiX, 199. 

Transperitoneal cwxsarean section is best done 
ander spinal anesthesia. The patient is placed in 
a slightly accentuated Trendelenburg position and 
a median incision made in the hypogastrium. As 
a rule the lower segment of the uterus is opened by 
a longitudinal incision, but in cases in which an 
atypical operation with extension of the incision 
into the body or the neck of the uterus is necessary 
a transverse incision may be used. The author 
employs the technique of Kerr. The site of the 
incision in the uterus should correspond to the base 
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of the fetal skull. The head is easily extracted by 
pressure on the fundus and at the sides of the in- 
cision. 

The incision is closed by sutures introduced from 
a central point alternately and symmetrically to- 
ward body ends. Care must be taken that the sutures 
in the serous surfaces are placed somewhat higher 
than those in the uterine wall. 

In atypical conditions the transverse incision 
vields sufficient space and facilitates the extraction 
of the head. The use of forceps is seldom necessary. 
The chief objection to the method is the possibility 
of lessening the resistance of the uterine wall in 
later pregnancies. However, in almost every case 
there is complete muscular regeneration at the site 
of the incision although the wall is somewhat 
thinner in that region. Good repair of the wound 
requires exact approximation of the margins, good 
hemostasis, and asepsis. Good hemostasis in the 
operative field is particularly important to prevent 
hemorrhage due to inertia following extraction of 
the membranes. 

The types of incision are shown. in two plates, 
and the article is supplemented by an extensive 
bibliography. A. E. Tart, M.D. 


Cooke, W. R.: Contra-Indications to Cesarean 
Section. J. Am. M. Ass., 1932, xcix, 1823. 


In the practice of well-qualified obstetricians the 
incidence of cesarean section rarely exceeds 3 per 
cent of all deliveries, but in the practice of obstetri- 
cians not well qualified, it is 10 per cent or more. 

The contra-indications to casarean section are: 
(1) the presence of actual or potential infection in 


the genital tract; (2) the absence of valid indication 
for the operation; and (3) the convulsive stage of 
eclampsia. 

Cooke draws the following conclusions: 

1. Most fatal caesarean sections of today are per- 
formed in the presence of contra-indications. 

2. Pain, fatigue, fear, and the safety of the child 
are rarely to be considered as excuses for casarean 
section. 

3. Proper conduct of labor and the test of labor 
will eliminate most cases of potential infection. 

4. The properly conducted test of labor, anal- 
gesia, and an adequate allowance of time will elimi- 
nate most of the supposedly necessary sections. 

5. Even in unskilled hands, the procedures alter- 
native to cxsarean section have a total maternal 
mortality risk from shock, hemorrhage, and infec- 
tion which is less than that of casarean section per- 
formed in the presence of contra-indications. 

ROLAND S. Cron, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Garcia, P. P. P.: The Arterial Tension in Puerperal 
Infection (La tensién arterial en la infeccién puer- 
peral). Semana méd., 1932, XXxix, 221. 

The author calls attention to the tendency of 
puerperal infection to affect the blood pressure by 
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attacking the cardiovascular and nervous systems 
and the blood-forming organs. He reviews the }lood 
pressure findings in the cases of 40 women with 4 
normal puerperium and 365 women with puerperal 
infection. The pressure readings were mace with 
the sphygo-oscillometer of Pachon with the modifica 
tion of Gallavardin. In the cases of the wonien with 
a normal puerperium the blood-pressure remained 
well within the normal limits. The cases of infection 
included fever due to suppuration, septic cadome 
tritis, total metritis, parametritis and septi salpin 
gitis, septicemia, and pyemia. From the study of 
these cases the following conclusions are driwn: 

1. Hypotension predominates in puerper:! infe 

tions because of the dysfunction of the neurv vegeta 
tive system and the dystonia of the cardiovascular 
system. It varies according to the stage and type 
of the infection. 
2. In cases of infection which is definite!\ local 
ized in the genital tract, hypotension is the rule and 
hypertension the exception. When the infection and 
intoxication are very advanced, hypotensi 
stant and hypertension does not occur. 

3. When there is a more or less rapid id pro 
gressive fall in the pressure due to a genera! \asodila 
tation, the prognosis is unfavorable. 

4. In the localized forms of infection, hy; 
depends more on the extent of absorptio 
the severity of the infection. 

5. In prolonged puerperal infections 
tension is the primary result of the infection, to 
which is added inanition due to lack of suliicient 
nourishment and protein starvation, changes in the 
blood, and dehydration from sweating and diarrhwa 

6. In the acute septicamias a cardiovascular 
asthenia is present from the beginning, whereas ii 
the pyemias the vascular dystonia is primary ani 
the cardiac failure occurs later. 

7. Arterial pressure and the pulse rate 
logical constants which maintain a certain correla 
tion and equilibrium and in puerperal! infection 
appear to be seriously affected by the toxi infectious 
elements. WILLIAM R. Torce! M.D 
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Contribution to the Prophylactic 
Treatment of Puerperal Fever (Coniributo & 
trattamento profilattico della febbre rperale 
Clin. ostet., 1932, XXxiv, 388, 455, 530. 
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The author first cites an article on the t 
vulvar abrasions and ulcerations publishe 
1930 in which he said that the develop 
infective process in the presence of s 
depends on the following three factors 
trance of bacteria, (2) the virulence of 1! 
and (3) the resistance of the body. 

The bacteria found in the vagina u! 
conditions are the gram-positive bacil! 
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form lactic acid which serves as a deft 
the invasion of other bacteria. Du 
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the normal bacterial flora increases the danger of 
infection. 

Of great importance in the prophylaxis of puer- 
peral injection is proper treatment of any anatomical, 
pathological, and functional abnormalities of the 
genital tract which may be present before pregnancy 
begins. During pregnancy, the woman should be 
kept away from diseased and infected persons. 
Extreme cleanliness of her body, clothing, and 
bedding is important. Many physicians prohibit 
sexual intercourse during the last months of preg- 
nancy. Rectal examination is inadvisable as it 
increases the possibility of contamination of the 
external genitals. It should be done only when 
vaginal examination is definitely contra-indicated. 
The steps in the method of disinfection used by 
obstetricians in the author’s clinic are as follows: 

1, Cutting and cleaning of the fingernails and 
rolling up of the sleeves. 

2, Washing of the hands and forearms for ten 
minutes in running water with a brush and soap. 

3. Disinfection with a 3 per cent solution of 
iodine for two minutes. 

The person who prepares the patient for ex- 
amination should not also make the examination. 
[he examiner should wear a white coat during the 
examination and should not have been in contact 
with an infected person during the preceding forty- 
eight hours. 

During labor, the precautions to insure asepsis 
should be even more rigorous as at this time the 
reaction of the genital canal changes from acid to 
alkaline, the defensive bacteria therefore becoming 
iewer and the liability to infection by pathogenic 
bacteria becoming greater. The author condemns 
the practice of preparing the patient on the bed 
vhere delivery is to occur, and calls attention to the 
langer of assisting at delivery after having assisted 
ina case in which infection was suspected. Care 
must be taken to use only instruments that have 
been properly sterilized and to avoid all unnecessary 
vaginal exploration. 

Detachment of the placenta should not be 
lastened in any way as it is important to avoid 
provoking irregular uterine contractions which 
may result in retroplacental haemorrhage and 
tonicity of the uterine muscle with retention of 
‘ragments of membrane or the formation of large 
‘irombi which provide a favorable culture medium 
‘or infecting bacteria. For the same reason care 
must be taken to assure the complete expulsion of 
the placenta. 

Expulsion of the placenta should be followed by 
‘he repair of lacerations, suitable treatment of 
dvrasions, thorough irrigation of the external parts 

‘ith sterile water, and the application of a sterile 
lressing, 

lf the lochia remain free from pathogenic bacteria, 
‘ternal treatment should be avoided for the first 

ur days. Extreme cleanliness of the patient and 

‘et bedding is necessary after delivery as well as 

ing pregnancy and labor. The time the patient 
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should be allowed to get up is of importance. If she 
is allowed to get up too soon, the auto-sterilization 
of the uterus which normally occurs between the 
fourth and tenth days may be disturbed because 
asepsis is more diilicult to maintain when the patient 
is out of bed. 

When the protective activity of the bacteria 
normally present in the vagina is so reduced as to 
permit the multiplication of streptococci or staphylo 
cocci, it is necessary to determine the character of 
the bacteria in the genital canal in order that 
measures may be taken to modify it and increase 
the natural means of defense. When this deter- 
mination has been made, irrigation of the vagina 
with sodium bicarbonate to remove the mucous 
secretions and with a solution of aluminum and 
potassium sulphate to lessen secretion may be done. 
Only carefully sterilized instruments should be used. 
Irrigation with lactic acid has not given satisfactory 
results, but the injection of from 5 to 15 c.cm. of an 
active culture of lactic-acid-forming bacteria im- 
mediately after the irrigation has been found 
effective. The treatment should be repeated once or 
twice daily, if necessary, until the flora becomes 
normal. Vaccines and sera are of value to stimulate 
humoral immunity. They may be given sub- 
cutaneously, intramuscularly, or intravenously in 
doses corresponding to the sensitivity of the patient. 
Anatoxins may be employed in association with 
vaccines. To obtain tissue immunity, an antivirus 
may be applied directly to the tissues. After it has 
saturated the tissue cells it may pass into the cir- 
culating blood and confer immunizing power on the 
blood serum. A. E. Tart, M.D. 


Le Lorier, V.: The Prophylaxis and Treatment of 
Colon Bacillus Infections During the Puer- 
perium (Prophylaxie et traitement des colibacil 
loses de la puerpéralité). Rev. frang. de gynéc. el 
d’obst., 1932, XXvii, 276. 

Pregnancy not infrequently aggravates a colon 
bacillus infection which has been present unrecog- 
nized sometimes since infancy. The most important 
cause of colon bacillus infections during infancy is 
impure milk. Intestinal parasites which damage the 
intestinal mucosa provide portals of entry for the 
organisms into the general circulation and are re 
sponsible especially for genito-urinary and biliary 
complications. Pregnancy interferes mechanically 
with intestinal and urinary function, thereby aggra 
vating pre-existing pathological conditions. Phle 
bitis and septicemia may result from blood-stream 
contamination by the colon bacillus. 

Prophylaxis depends upon maintenance of normal 
gastro-intestinal and renal function and measures to 
increase the resistance of the body against the colon 
bacillus. Gastro-intestinal function may be regu- 
lated by a dietary regimen supplemented by the ad- 
ministration of mineral oil. The urinary output must 
be controlled quantitatively as well as qualitatively. 
Mineral waters are of value for their diuretic effect. 
Urotropin is a satisfactory urinary antiseptic. Im 
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munity may be increased by colon bacillus vaccines 
given by mouth. In urinary infections, medical 
treatment should always be tried first. Ureteral 
catheterization should be resorted to only when 
medical treatment has failed. Evacuation of the 
uterus may relieve even the most severe pyonephro- 
sis, but as a rule nephrectomy is necessary when the 
infection has reached this stage. 
Harotp C. Mack, M.D. 


NEWBORN 


Bar, P.: Clinical Observations on the Anti-Tuber- 
cular Vaccination of the Newborn Child with 
Bacillus Calmette-Guérin. J. Obst. & Gynec. 
Brit. Emp., 1932, XXXix, 507. 

The failure of the tuberculin test to cause a posi- 
tive reaction in the cases of tuberculous infants is 
explained by the fact that the infection is due to 
an ultramicroscopic filtrable virus against which the 
weakened infant has no immunity. To produce 
immunity to tuberculosis the author advises inocula- 
tion with the Calmette-Guérin bacillus. This is 


the ordinary tubercle bacillus attenuated by suc- 
cessive growth on a bile-potato culture medium. 
Three methods of administering the bacillus are 
described and discussed—the oral, the subcutaneous, 
and the intraperitoneal. 


The oral method gives 


} 


good results, but yields them comparatively slowly, 
The subcutaneous method gives good results more 
quickly than the oral method, but may produce 
cold abscesses which, while not serious, may re- 
quire puncturing. The intraperitoneal metho. js of 
no practical value. 

Immunity is produced most easily if the child is 
isolated from all possible sources of tuberculs is in- 
fection for at least a month. 

The author has found by numerous tests that 
the attenuation of the Calmette-Guérin bac jlus js 
fixed. As a rule there is no danger in the use of 
this bacillus even in the presence of intercurrent 
infections. However, there are reports of « few 
cases in which death was attributed to the method. 

After the oral administration of the bacillus there 
are usually no symptoms, but in some casc~ diar- 
rhoea and loss of weight may occur. After ihe sub- 
cutaneous administration of the bacillus there may 
be a local rash. Polyadenitis and abscess formation 
may occur as late sequela, but have not proved 
serious. The pus from the abscesses does not cause 
tuberculosis in guinea pigs. 

From statistics and experiments on animiuils the 
author concludes that the use of the Cuaimette 
Guérin bacillus increases resistance and modities any 
subsequent infection so that it occurs in only a 
mild form. Henry S. ACKEN, Jr., M.D 
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Pupini, G.: Sixteen Cases of Nephritic Hzmaturia 
Treated Surgically (Considerazioni su 16 casi di 
nefrite ematurica trattati chirurgicamente). Arch. 
ital. di urol., 1932, ix, 97. 

The author found 16 cases of the supposedly un- 
usual nephritic hematuria in a series of 300 cases of 
hematuria which, because of the severity of the 
bleeding, were subjected to surgical intervention 
alter varying periods of unsuccessful medical man- 
agement. He presents a brief résumé of these cases. 

The condition occurred with equal frequency in 
both sexes. In most of the cases its onset was in- 
sidious, but in some it was acute. As a rule it was 
preceded by an infection. The duration of the 
symptoms varied from several weeks to twenty 
years. In 4 cases pain was absent. In 2, there was 
lumbar pain, and in 7 there were painful crises. In 
the majority of the cases there was no disturbance 
of urination. Physical examination revealed little 
except the hematuria. In the diagnosis it is neces- 
sary to rule out stone, tumor, and tuberculosis. 

Of 9 cases treated by decapsulation, a clinical cure 
was obtained in 3, noteworthy improvement in 2, 
slight improvement in 1, a good symptomatic result 
int,and no change in 2. The observations on which 
these conclusions are based were continued over a 
period of from six to ten years. Of 7 cases in which 
nephrectomy was done, a complete cure resulted in 3, 
marked improvement in 1, moderate improvement 
in 2,and death in 1. The author concludes that the 
radical treatment offers the best prospect for a good 
result, A. Louts Rost, M.D. 


MacKenzie, D. W., and Ratner, M.: Tumors of the 
Renal Pelvis. J. Urol., 1932, xxviii, 405. 

Only from 5 to 7 per cent of renal tumors occur 
primarily in the renal pelvis. 

rom 40 to 50 per cent of tumors of the renal 
pelvis are papillomata. These tumors are usually 
multiple villous or wart-like growths similar to 
those found in the bladder. They are very vascular 
and bleed easily. They are usually quite benign, 
but have a tendency to become malignant. They 
iave a tendency also to produce transplants along 
the course of the ureter even as far down as the 
bladder. 

From 20 to 30 per cent of growths of the renal 
pelvis are papillary epitheliomata. These also are 
vart-like tumors, but appear more compact and 
‘involve a greater area than the simple papillomata. 
The villous processes very often show areas of 
ulceration. In the early stages there is definite 
involvement of the submucosa and later there is 
‘ncroachment on the renal parenchyma. 


Other tumors found in the renal pelvis are the 
alveolar carcinoma, which is probably a far-advanced 
papillomatous growth that has lost its papilloma 
tous character, squamous carcinoma, and histoid 
growths. Histoid growths, which include the fi- 
broma, adenoma, and sarcoma, are extremely rare. 

As a rule all of the tumors spread very rapidly. 

In the majority of cases on record the tumors 
appeared between the ages of forty and sixty years. 
They are more common in males than in females. 
Chronic infection of the renal pelvis seems to be an 
important factor in their development. 

The most outstanding sign of a tumor of the renal 
pelvis is hematuria. Next most common is pain, and 
third most common the presence of a palpable 
tumor. Other signs are the passage of tissue in the 
urine, loss of weight and strength, and various 
urinary symptoms. 

The malignant papilloma has a better prognosis 
than the other malignant growths. Its metastases 
occur late and are usually not widespread. The most 
malignant tumor is the squamous-celled carcinoma. 
This metastasizes early and very extensively. 

On account of the tendency of tumors of the renal 
pelvis to extend down the ureter, the treatment of 
choice is nephrectomy and complete ureterectomy. 

The authors report a case of malignant papilloma 
of the renal pelvis. Jacos S. Grove, M.D. 


Garofalo, F.: Retroperitoneal Tumors Called Para- 
nephromata (Di quei tumori retroperitoneali de 
nominati paranefromi). Arch. ital. di urol., 1932, 
ix, 243. 

Garofalo reports two cases of retroperitoneal 
tumor in close relationship to the lower pole of the 
kidney. Careful histological examination demon 
strated that both of the neoplasms had their origin 
in the suprarenal tissue. In the first case, that of a 
child three years of age, the tumor was a sympa 
theticoblastoma with the structure of tumors of the 
parasympathetic organs and arising, like the su 
prarenal medulla, from the neuro-ectoderm. In the 
second case, that of a man sixty-eight years of age, 
the tumor presented the structure of a hyperneph- 
roid renal tumor and like the latter was derived from 
an ectopic interrenal organ situated below the lower 
pole of the kidney. The neoplasms were diagnosed 
clinically as renal tumors. They were removed by 
the extraperitoneal route with conservation of the 
kidney. 


Bonnet: Extravesical Ureteroceles (Les urétérocéles 
extravesicaux). Arch. d. mal. d. reins et d. organes 
génilo-urinaires, 1932, Vi, 626. 


; 


By the term “‘extravesical ureterocele”’ the author 
means a cystic dilatation of the lower end of the ure- 
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ter which first protrudes into the bladder and then 
prolapses through the urethra. He reports eight 
cases collected from the literature. The first case 
was reported in 1835 by Sechler, but the first case 
diagnosed before operation was reported in 1927 by 
Jeanbrau. 

All of the cases have been those of females. In the 
male, extravesical prolapse of the ureter is impossible 
on account of the narrowness of the urethra. In six 
of the cases reviewed by the author the ages of the 
patients ranged from fourteen to fifty-two years. In 
two of ten cases, pregnancy and labor were thought 
to be factors. In some of the cases the tumor pro- 
lapsed from the urethra following violent effort such 
as sudden forced urination, coughing, or straining at 
defecation. 

According to Hartmann, an essential condition for 
the occurrence of cystic dilatation of the lower end 
of the ureter is partial stenosis of that portion of the 
ureter. According to the theory of Groglich, obstruc- 
tion of the lower end of the ureter causes an hour- 
glass deformity and the lower portion of the hour- 
glass forms a hernia into the bladder and becomes a 
ureteral cyst. The cyst is formed at the expense of 
the anterosuperior wall with the meatus above. 
Ultimately a pedicle is formed and the ostium is 
completely obstructed by the weight of the tumor. 
In the course of distention of the bladder by urine 
the tumor may sometimes be raised and the obstruc- 
tion due to the pressure may be relieved, but when 
the obstruction persists the tumor is pushed into the 
ureter and appears at the urethral meatus. 

The tumor ranges in size from that of a nut to that 
of a turkey egg. Its appearance varies according to 
whether it has undergone strangulation or not. 
When it is not strangulated it is a reddish semitrans- 
parent neoplasm, whereas when it is undergoing 
necrosis it is grayish or dark purple. It is freely 
movable. Its consistency suggests that it is filled 
with fluid. It has a pedicle which varies in thickness 
from that of a lead pencil to that of a finger. A 
sound may be passed completely around the pedicle 
without meeting an obstruction, and through the 
vagina the pedicle may be felt as a cord extending 
toward one of the angles of the trigone. Puncture 
will withdraw urine, whereas in prolapse of the blad- 
der it withdraws only a little blood. 

Microscopic examination shows that the outer 
wall is composed of bladder mucosa and the inner 
wall of ureteral mucosa. Between the two mucous 
layers there are remnants of muscular tissue. 

Before the appearance of the tumor at the urethral 
meatus the usual symptoms are pain on urination, 
frequency, incontinence, urination in intermittent 
spurts and hematuria. Sometimes there is pain in 
the kidney region. Cystoscopic examination reveals 
intravesical cystic dilatation of the lower end of the 
ureter. After the tumor has become extra-urethral 
the symptoms mentioned are more marked. 

When the prolapsed tumor is necrotic, sponta- 
neous amputation may occur. In some cases the 
tumor has become reduced spontaneously, but as a 


rule the reduction was not maintained. In man 
cases the condition has been complicated by ascend 
ing ureteral infection and pyonephrosis. 

The prognosis for life is good. In the cases re 


viewed by the author there were no deaths from the 


condition. With regard to the prognosis for fun 
tion there is no information based on aitops) 
studies, but Bonnet believes that the kidney of the 
cystically dilated ureter must undergo a marked 
change due to hydro-ureter and hydronephrosis or 
to infection of the retained urine. 

In the differential diagnosis it is necessary (o rule 
out tumors of the vagina, pedicled polyps of the 
ureter, and prolapse of the bladder. 

Curative treatment is surgical. The follow 'jig pro 
cedures have been used: 

1. Strangulation of the pedicle by a sli), knot 
Bonnet believes that this is dangerous. 

2. Resection of the pouch at the leve! of the 
meatus with hemostasis in the area of section and 
replacement of the pedicle in the bladder. ‘! iis pro 
cedure may give excellent results and lias the 
advantage that it does not require much surgical 
equipment. 

3. Suprapubic cystotomy followed by resection 
of the pouch close to the wall of the bladder and 
covering of the site of section with uret! 
mucosa. This is the most satisfactory procedure 

James B. Mason, M.D 
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BLADDER, URETHRA, AND PENIS 


Boyd, M. L.: Nephrostomy and Nephrectomy in 
Carcinoma of the Bladder. J. Am. /. ys. 
1932, XCIX, 1220. 

Boyd calls attention to the value of nephrostomy 
as a means of diverting the urine, improving kidne) 
function, and lessening the injurious effects of infec- 
tion preliminary to radical operation for carcinoma 
of the bladder, and as a palliative measure in cases 
of carcinoma of the bladder which is inoperable. 
The disadvantages of the procedure have !cen due 
to the lack of a satisfactory tube and urine con 
tainer and the use of an operative techni which 
did not prevent hemorrhage or leakage of urine 
about the tube. Both of these disadvantages have 
been overcome by the technique reported |) Cabot 
last year. Boyd emphasizes the frequency and im 
portance of urinary obstruction in carcinoma of the 
bladder, which can be prevented by nep/irostom) 
He states that ureterostomy has many «!sadvan 
tages, and that transplantation of the wreters |s 
much more unsuitable in cases of carcinom: than i 
cases of exstrophy of the bladder. 

ANDREW McN\\ M.D 


Barbillion, P.: Non-Gonococcic Urethritis. Diag: 
nosis, Etiology, and Treatment (Le- iretirts 


non gonococciques. Diagnostic, étio! 
ment). J. d’urol. méd. et chir., 1932, 177 
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GENITO-URINARY 


conditions are continually confused, much to the 
detriment of the patient. The non-specific infections 
are for the most part benign, but occasionally give 
rise to serious complications. They may even be 
contagious. 

To establish the absence of gonorrhceal infection 
isa relatively simple matter. The difficulties begin 
when the attempt is made to determine the cause of 
the urethritis and to choose the proper treatment. 

The general clinical characteristics of the condi- 
tion are an insidious onset, a little secretion and a 
jew shreds preceding the urethritis by several days, 
and the presence of only slight, if any, urethral pain. 
In about 30 per cent of cases the condition develops 
yithout a previous urethral infection. In the re- 
mainder it is the sequel of gonorrhoea. The urethritis 
is often extremely tenacious and frequently recurs. 
Therefore the patient is prone to develop neuroses. 

In the presence of a supposed non-specific urethri- 
tis it is necessary to establish the absence of the 
gonococcus, the location of the urethritis, and the 
cause or causes. A thin, white curd-like discharge is 
suggestive. Recourse must always be had to micro- 
scopic examination, often after activation by beer 
and Vichy water. After a beer test the organisms 
should be demonstrated easily. Two or three are 
insufficient. In the author’s opinion, an attenuated 
or latent gonorrhoea is rare. Cultures are unreliable 
because there are several organisms which closely 
resemble the gonococcus. 

Practically (although theoretically unsound) it is 
oi value to divide non-specific urethritis into infec- 
tious and non-infectious forms. In the latter there 
ire mucus, epithelial cells, and leucocytes. Bacteria 
ire rare or absent. In the infectious forms there are, 
in addition, bacteria of one or more varieties which 
are intracellular and extracellular. This distinction 
is of fundamental importance in the treatment. 

In nine cases out of ten the urethritis is entirely 
anterior. 

The most common non-bacterial form is the sim- 
ple postgonorrhoeal catarrh. This usually subsides 
spontaneously if the treatment is stopped and the 
sual causes of urethral irritation are removed: 
Successful abortive treatment may be followed by a 
chemical urethritis. Traumatic urethritis includes 
irethritis caused by a retention catheter, instru 
mentation, prolonged sexual excitation, sexual ex- 

esses, and motorcycling. In some cases the cause 
s Irritation due to concentration of the urine by a 
high external temperature or high fever, alimentary 
itoxication, irritation from ingested substances 
‘uch as highly seasoned food (shellfish, asparagus, 
tame, alcohol, cider, beer, and Vichy water) or drugs 
cantharides, potassium iodide, phosphoric acid), or 
inary crystals. Urinary crystals may even cause 
‘emorrhages. Among the general causes of urethritis 
te diabetes, influenza, typhoid, malaria, mumps, 
letpes, and rheumatic fever. 

Che bacterial forms are caused by an immediately 
preceding gonorrhoea, stricture, narrow meatus, or 
vacilluria. The tuberculous urethritis described by 
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Ricord is usually associated with tuberculosis of the 
prostate and seminal vesicles. Hard and soft chan- 
cres of the urethra are possibilities to be considered. 

Complications are most frequent in staphylococcic 
and bacillus coli infections. They are prostatitis and 
epididymitis. The latter is usually mild and of only 
a few days’ duration. However, subacute and chronic 
types occur and are difficult to differentiate from 
tuberculous epididymitis. 

Apart from general measures, the treatment de 
pends upon the type of the urethritis. In the non- 
infectious type the urethral mucosa must be re- 
spected. The author recommends anterior irrigations 
every other day with an isotonic solution such as a 
0.75 per cent solution of sodium chloride, a 0.25 per 
cent solution of magnesium chloride, or a 0.2 per 
cent solution of icthyol. Janet suppositories (10 per 
cent zinc oxide) may be placed in the posterior 
urethra. If these measures fail, irrigation with 
albargine solutions of gradually increasing strength 
(0.015 to 0.025 per cent) may be done. Post 
gonorrhceal urethritis usually subsides without treat- 
ment. If it does not, the treatment described should 
be given. 

The infectious types of urethritis require irriga- 
tions with active antiseptics such as a 0.015 to 0.25 
per cent solution of oxycyanide of mercury. Gon- 
orrhoeal vaccine may be of value. When there is a 
bacilluria, hexamethylenamine is indicated. If the 
urethritis is definitely chronic, urethroscopic treat- 
ment (fulguration of polyps, bullous oedema, and 
granulations) is often necessary. For stricture, pros- 
tatitis, and epididymitis, the author recommends 
the usual treatments. Arpert F. De Groat, M.D. 


GENITAL ORGANS 
Collings, C. W.: Transurethral Electrosurgery for 


the Relief of Prostatic Obstruction. J. U/rol., 
1932, XXviil, 529. 


The results of operation upon 150 patients during 
the past nine years by the transurethral use of the 
radiotherm, electrotome, and high tension machines 


are summarized. In the majority of the cases the 
spark-gap machine (electrotome) was used. 

In 9o patients with a prostatic bar the residual 
urine before operation varied from o to complete 
retention (average 100 c.cm.) After operation, 72 
patients emptied their bladders without symptoms. 
There were no operative deaths. Seven patients 
were operated upon a second time because of recur- 
rence of the symptoms. Three of these developed 
intra-urethral lobes from one to two years after the 
operation. 

Twenty-two patients were operated upon for bar 
and intra-urethral lobes. Nineteen are now without 
residual urine and 3 retain from 15 to 45 c.cm. with- 
out symptoms. 

Eighteen patients were operated upon for an ob- 
structing scar following prostatectomy which caused 
retention varying from goc.cm. of urine to complete 
retention. Three had persistent suprapubic fistule. 
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After the operation the fistula promptly healed and 
all but 2 of the patients were able to empty their 
bladders. Two had a retention of 30 c.cm. 

Fifteen patients were operated upon for obstruc- 
ting carcinoma of the prostate. The residual urine 
before operation varied from 30 c.cm. to complete 
retention (average 230 c.cm.). After the operation, 
9 of the patients emptied their bladders and 3 had 
from 15 to 90 c.cm. of residual urine. 

Five patients were operated upon for bar and 
moderate intra-urethral and intravesical intrusion. 
The residual urine varied from 30 to 120 c.cm. 
(average 85 c.cm.). Since the operation all empty 
their bladders with the exception of 1 who retains 10 
c.cm. Urination is normal except in 1 patient who 
has nocturia. 

The operation is usually performed under spinal 
anesthesia induced with 50 mgm. of novocain crys- 
tals or caudal anesthesia induced with from 50 to 
60 c.cm. of a 1 per cent solution of novocain. Bi- 
lateral vasectomy is advisable. The instruments 
used by Collings include his telescope or the panen- 
doscope, bakelite sheath 26 F., a loop electrode, a 
knife electrode, and the high-tension spark gap ma- 
chine. The type of obstruction is studied through the 
cysto-urethroscope. After the verumontanum has 
been located the cysto-urethroscope is rotated and 
the loop engaged upon the intra-urethral lateral lobe. 
As the current is turned on the electrode is pushed 
forward by hand quickly for a distance of about 1 cm. 
The current is shut off until all bubbles and bleeding 
cease. The current is applied and the loop pushed 
forward in the prostatic urethra. As the electrode 
passes through the bladder neck the sense of re- 
sistance is lost. The cysto-urethroscope is pushed 
along just enough to keep the loop in view at all 
times. The bladder wall is not touched. The section 
of prostate adheres to the loop and is removed with 
the telescope. Sections of lateral lobe are removed 
similarly. The treatment is continued until a distinct 
cavity appears and all evidence of obstruction has 
disappeared The other intra-urethral lobe is then 
removed. 

For removal of thé median lobe, the loop is en- 
gaged just behind the verumontanum and _ the pro- 
static urethral floor is cut down until the bladder 
neck is approached. As the loop passes through the 
vesical outlet the ocular end of the cysto-urethro- 
scope is depressed. In this way it is possible to 
avoid touching the trigone. Several sections are cut 
out until a wide-open floor is seen. A posterior lip 
of prostatic tissue often produces later obstruction. 
To prevent this, the floor is cut deeper with the 
knife electrode from the apex of the trigone to a 
point near the base of the verumontanum. An 
indwelling catheter No. 26 or 28 F. is tied in the 
urethra for two or three days. 

The author believes that small and moderate-sized 
prostatic obstructions may be efficiently removed 
under direct vision with the high-tension cutting 
current through the cysto-urethroscope. Because of 
instrumental difficulty and prolonged cystoscopic 


manipulation, marked enlargement is best relieved 
by prostatectomy. The operation relieves a serioys 
condition in an elderly patient with minimal dangey 
to life. In the cases reviewed there were no deaths 
from the operation. Louis NEUWELT, \I.1) 


Cave, P.: Osteoplastic Metastases in Prostatic 
Carcinoma. Brit. J. Radiol., 1932, v, 745. 


Sclerosis or increased density of Done is the yer 
opposite of the changes which are usually associated 
with cancer. As a rule bone invaded by cancer js 
destroyed. The assertion that sclerosis is an «tempt 
of the body to strangle the invading growth does 
not explain why this attempt is made chicily jn 
cases of metastasis from prostatic cancer or why 
some metastases from prostatic cancer cai bone 
destruction while others do not. 

Various theories as to the cause of osteosclerosis 
in metastatic carcinoma suggest the occurrence of 
a carcinomatous osteitis around the metastutic de 
posits with arterial obstruction playing a part 

Statistics show that carcinoma of the prostate 
has the most marked tendency of all primary tumors 
to produce metastases in bone, and that | 
majority of osteoplastic metastases are of jr 
origin. 

Following a review of the routes of metastatic 
invasion of bone, the theory is advanced t] 
plastic metastases result from lymphatic spread and 
osteoblastic metastases from vascular obstruction. 
It is suggested also that in the formation o/ osteo- 
plastic metastases some extraneous factor, such as 
the parathyroids, may cause a local disturbance of 
calcium metabolism resulting in the ret 
calcium which would normally be excreted 

Jacos S. Grove, M.D 
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Thomson-Walker, Sir J.: 
Problems in Urology. 
Lond., 1932, XXv, 1771. 


Some Changes and 
Proc. Roy. Wed 


With regard to the intravenous administration oi 
mercurochrome in urinary tract infections ‘| homson 
Walker states that in his cases of involvement of the 
urinary organs as part of a general septic mia this 
treatment did not affect the course of the disease. 
It proved of no value also in pyelitis and pyelocys 
titis which resisted other methods. When a sept 
cemia originating in the urinary organs hai become 
established the intravenous use of mercurochrome 
was followed by immediate improvemen!, but re 
lapses took place and subsequent repetition of the 
treatment had less effect. On the other hand, in 
serious persistent or recurrent toxemia originating 
in the kidneys, it sometimes resulted in recover) 
when other methods failed. 

In chronic renal tuberculosis the tr 
choice is nephrectomy provided the other 
healthy and there is no definite contra 
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the most important problem is the prevention of 
recurrence after treatment. There are three prob- 
able couses of recurrence of simple papilloma: 
1) the overlooking of small growths by the urologist, 
>) the implantation of fragments, and (3) persist- 
ence of the original cause. The author has found 
that recurrence is greater after open operation than 
after cvstoscopic fulguration. The treatment of 
choice for malignant growths is resection of the 
bladder wall or, in late cases, total cystectomy. 

The two most common forms of urinary obstruc- 
tion are: (1) stricture and (2) enlargement of the 
prostate gland. During the last thirty years there 
has been a progressive decrease in the number of 
cases of stricture admitted to the wards of St. 
Peter's Hospital, London. In the author’s opinion 
this may be attributed to increased efficiency in the 
early treatment of stricture and in public service 
for the treatment of venereal disease. 

With regard to intra-urethral operations for pros- 
tatic enlargement, Thomson-Walker states that 
these procedures have for their object the removal 
of portions of the intravesical obstruction or the 
formation of a gutter in this projection. Unless we 
are to limit them to a small group of cases, we must 
hold the view that the obstruction is due entirely to 
the intravesical enlargement of the gland. However 
it has. been found that prostatic obstruction is 
relieved by removal of the intravesical projection in 
only 20 per cent of the cases. Prostatectomy as now 
practised was developed following recognition of the 
fact that the extravesical enlargement should also 
be removed. Jacos S. Grove, M.D. 


Jehiel, B.: A Contribution to the Experimental, 
Roentgenological, and Clinical Study of Intra- 
venous Urography. A Critical Study (Con- 
tribution 4 l’étude experimentale, radiologique, et 
clinique de Vurographie intraveineuse. Etude 
critique). J. d’urol. méd. et chir., 1932, XXXiv, I15. 

rhe author compares intravenous urography 
with retrograde pyelography in the diagnosis of 
renal tumor, polycystic kidney, renal and ureteral 
anomalies, and vesicoprostatic disease. 

He states that in cases of renal tumor, especially 
cancer, intravenous pyelography has proved wholly 
insutlicient as pyelo-ureteral dynamics do not allow 
sufficient stasis of the solution for a distinct image 
and uroselectan is poorly eliminated in kidneys in- 
volved by cancer. He reports three cases represent- 
ing three types of renal cancer—the hematuria type, 
the tumoral type, and the combined hematuric and 
tumoral type—in each of which uroselectan gave a 
very poor image and retrograde pyelography was 
necessary to make the diagnosis. However he con- 
‘ders intravenous urography a valuable adjunct 
when the calyces fill poorly from below. 

_ Incases of polycystic kidney the clinical diagnosis 

s olten easy because of the bilaterality of the con- 

‘ition, but it becomes difficult when a unilateral 

‘umor is associated with hematuria. Under the 

atter circumstances retrograde pyelography is nec- 


essary to rule out cancer. In two cases of poly- 
cystic kidney reported by the author the uroselectan 
was so poorly eliminated that the diagnosis could 
be made only by retrograde pyelography. 

In cases of renal and ureteral anomalies, intrave- 
nous urography is of importance as it reveals the 
presence of such conditions as reduplication of the 
ureters, supernumerary kidneys, and single kidney, 
which might be missed by retrograde pyelography. 

In vesicoprostatic disease, intravenous urography 
has yielded valuable information regarding bladder 
motility. However it is indicated only in cases in 
which instrumentation is impractical as cystoscopy 
reveals the nature of the lesion more accurately. 

In conclusion the author says that intravenous 
urography is indicated when, for anatomical, patho- 
logical, or technical reasons, cystoscopy and ureteral 
catheterization are unwarranted; when endoscopic 
methods are difficult or their findings are doubtful; 
and when catheterization has proved useless; and 
when retrograde pyelography may infect the kidney. 
It often gives excellent results with minimal dis- 
comfort to the patient. 

Retrograde pyelography is preferable to intra- 
venous urography in renal tuberculosis, hydro- 
nephrosis, renal cancer, and polycystic kidney, and 
in all cases in which cystoscopy is indicated or 
ureteral catheterization may be of therapeutic 
value. James B. Mason, M.D. 


Klaue: Lymphogranuloma Inguinale (Ueber Lymph- 
ogranuloma inguinale). Zischr. f.Geburtsh. u.Gynaek., 
1932, Cil, 405. 

Lymphogranuloma inguinale has no relation to 
lymphogranulomatosis. The application to the for- 
mer condition of the term ‘‘fourth sexual disease”’ 
has not been established although this term would 
be appropriate as the disease is contracted only in 
the sexual relationship. It would be better yet to 
designate the condition by the names of the French 
physicians who first described it. Chronic elephan 
tiac ulcer of the vulva and anus, which is usually 
called ‘‘estioméne” in France, must also be men 
tioned in this connection. Although the disease was 
originally observed in the torrid regions, it is not 
rare in the temperate zones. In 1930, rot cases were 
observed in the Virchow Hospital in Berlin in a 
period of eleven months. The clinical picture is of 
practical importance to the gynecologist. 

The disease begins with a usually non-character 
istic primary lesion in the form of an erosion en- 
circled by herpetic blisters or, in the female, by 
small ulcerations of the labia. However, Frei states 
that at times the primary lesion is very much like 
ulcus molle. The primary lesion is frequently not 
seen by the physician because the patient does not 
seek his services at this stage and the lesion dis- 
appears after a short time (after from ten to twenty 
days) without ever having been troublesome. From 
two to three weeks after the infection (more rarely 
not until after six weeks), the characteristic changes 
in the lymph glands begin to appear. The glands 
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most affected are those immediately above and below 
the bend of the groin, the glands of the inguinal 
sulcus itself being but rarely involved. Of diagnostic 
significance is the involvement of the iliac glands 
and the group of glands in the abdominal wall de- 
scribed by Kuettner. There is a progressive enlarge- 
ment of the involved glands which soon become 
doughy in consistency and form irregular masses 
which at times become as large as a man’s fist. At 
first they are not adherent to the overlying skin, 
but soon involvement of the skin is manifested by 
a bluish to brownish discoloration. Disintegration 
with slight pain then occurs. The skin is eventually 
perforated and the characteristic picture of numer- 
ous small fistula with exuberant or cicatricial bor- 
ders appears. Not all foci break down so completely. 
Even spontaneous recession may occur. Frequently 
this is interrupted by periods of obstinate recurrence. 
In the region of this chronic fistulous process in the 
groin the skin may assume the character of a chronic 


fibrous elephantiasis (Bartels and Biberstein), which 
places the condition in the esthiomene group. In 
the course of the disease an immunity is estab 
lished. 

There are also abortive forms of the disease jp 
which the process runs its course within the sub- 
stance of the lymph glands without any external 
manifestations, but is no less destructive in its ef 
fects. In the development of the various forms oj 
esthiomene, particularly chronic ulcer of the vulva 
and perhaps also the severe forms of stenosis of the 
rectum, it is probable that there is in adiition a 
mixed infection with non-specific bacteria \ hich is 
favored by the disease-weakened lymphatic tissues 
of this region. The Wassermann reaction is usuall 
negative. The diagnosis is confirmed by the skin 
test of Frei. The skin test of Frei is of special im 
portance in the differential diagnosis from ulcus 
molle although there is a specific skin test for (he lat 
ter condition. Sami G 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


\bruzzini, P.: Men of Glass; Osteopsathyrosis (Gli 
uomini di vetro; osteopsatyrosi). Policlin., Rome, 
1932, XXXix, sez. chir. 521. 

The author discusses the etiology, pathological 
anatomy, symptoms, diagnosis, and treatment of 
osteopsathyrosis, known also as osteitis fragilitas 
and fragilitas ossium. He then reports the case of a 
boy nineteen years of age who had ten spontaneous 
iractures. The case history is supplemented with 
roentgenograms. A. Louts Rost, M.D. 


Prichotko, A., and Moskvin: Luetic Spondylitis 
(Luetische Spondylitiden). Ortop. i travmat., 1931, 
Vv, 12. 

Of 120 cases of syphilitic disease of the bones, the 
vertebral column was affected in 8. In 3 of the lat- 
ter the cervical region, in 2, the thoracic region, and 
n3thelumbar region wasinvolved. Three cases came 
for treatment at a relatively early stage which re- 
quired recumbency in bed. The Wassermann test 
of the blood was negative in 2 cases and the Wasser- 
mann test of the spinal fluid was negative in 5. The 
focal reaction test (development of pain in the 
allected part) following the intravenous injection of 
a 10 per cent solution of sodium iodide proved of 
value. Contrary to experience in the tuberculous 
form of spondylitis, relief from weight-bearing and 
mmobilization did not result in much relief of the 
symptoms. The typical roentgen picture of asso- 
ciated destructive and reparative processes was 
found in 5 cases. Of greater importance was the 
lemonstration of bone lesions in other parts of 
the body. In 2 cases a spondylitis luetica simplex 
vithout visible roentgenological changes was as- 
sumed, I. OSTEN-SACKEN (Z). 


Tichenov, V.: Luetic Spondylitis (Spondylitis luet- 
1ca). Orlop. i travmat., 1931, V, 44. 


The author reports four cases of spondylitis gum- 
mosa and one case of tabetic fracture of the spine. 
In the first case severe pains developed in the back 
following a cold.”” The second and third lumbar 
vertebre were prominent and the patient was 
lorced to use crutches. On the assumption that the 
process was tuberculous, a plaster cast was applied 


anc 


| allowed to remain on for six months. The 
roentgenological findings were typical. Rapid healing 
ccurred under specific treatment. 

In the second case a kyphosis in the lower thoracic 
egion and a cold abscess in the thigh led to a diag- 
losis Of tuberculosis although the definitely inter- 
mittent character of the pain which was entirely in- 
pendent of weight-bearing and the presence of a 


typical ulcer of the leg should have indicated the 
early institution of the proper treatment. Eight 
years later a pronounced gibbus had developed and 
the first three lumbar vertebrae had fused together 
into an amorphous mass. 

The third case was remarkable for the manner in 
which the infection occurred. The patient was a 
farm woman who partook of food from the dish of a 
stranger to whom she gave shelter. The entire 
family became infected and were given specific 
treatment. Two years later the woman gave birth 
to a healthy child, but three days after delivery, 
while lifting a heavy burden, she experienced 
acute pain in the back. On examination, the twelfth 
thoracic and first lumbar vertebra were found to be 
about half destroyed. Interspersed among the areas 
of bone destruction were areas of bone proliferation. 
The Wassermann test of the blood was negative. 

In the fourth case syphilitic infection was con 
tracted and specific treatment was given .twenty 
years previously. The patient had been married 
twice and twelve years previous to the time she was 
examined by the author had borne a normal female 
child. She had recovered from typhus and typhoid 
fever without complications, but an attack of grippe 
caused an exacerbation of gummous spondylitis in- 
volving the seventh cervical and the first and second 
thoracic vertebrae. Examination revealed a cold 
abscess containing yellowish pus in the region of the 
third and fourth thoracic vertebre. 

The fifth case was that of a forty-six-year-old 
woman who, during convalescence from a severe 
attack of grippe three years previously, slipped and 
fell with all of her weight on the buttocks. Since 
that time she had been confined to her bed, being 
unable to walk although not actually paralyzed. 
For a month before the accident she had been suffer- 
ing pain in the legs and back. Immediately after the 
accident the pain became much more severe and a 
prominence appeared in the lumbar portion of the 
spine. When the patient entered the clinic she was 
greatly emaciated. When she was seated there was 
a gibbus of 110 degrees at the level of the iliac crests. 
This almost disappeared with an audible crepitus 
when she braced herself up with her hands. The 
findings in the nervous system were typical of tabes. 
Wassermann tests of the blood and spinal fluid were 
negative. E. OsTEN-SACKEN (Z). 


Mitchell, J. I.: Vertebral Osteochondritis. 
Surg., 1932, XXV, 544. 


Arch. 


Vertebral osteochondritis is a disease of the body 
of a vertebra which occurs during the first decade of 
life and is analogous to osteochondritis and epiphysi- 
tis occurring in other bones during the period of 
growth. Eight cases have been reported to date. The 


? 


Py 
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author reports a case in which the clinical and roent- 
genological findings were similar to those in the cases 
reported previously. 

Mitchell’s patient was a boy four years of age. 
The chief complaints were a limp and pain in the 
right knee. The family history was unimportant 
except that an aunt had died from tuberculosis. 

The child was well developed but undernourished. 
The right knee appeared normal. Deep palpation 
revealed moderate tenderness over the upper end of 
the right femur, and there was limitation of the 
movement of the joint by muscular spasm. The 
right hip was held flexed and adducted. The gait was 
guarded, and voluntary movements of the spine 
were restricted. Passive motion of the spine was 
free. There was no visible or palpable deformity. 

Roentgenograms showed a cyst at the upper end 
of the right femur extending into the neck of the 
femur and flattening and increased opacity of the 
body of the twelfth dorsal vertebra. The height of 
the intervertebral disks above and below the verte- 
bral lesion was increased. The remaining thoracic and 
lumbar vertebra were normal. 

The Wassermann reaction was negative. The in- 
organic calcium in the blood was 12 mgm. and the 
inorganic phosphorus 3.6 mgm. per roo c.cm. The 
von Pirquet reaction was negative. 

Exploratory operation on the femur led to a histo- 
logical diagnosis of fibrous connective tissue which 
confirmed the previous diagnosis of osteitis fibrosa 
cystica. 

On removal of the first cast, the wound was found 
to be healed by primary intention. A month later the 
second cast was removed, a caliper brace was applied 
to the leg, and a leather corset with a head support 
was applied to the spine. On repeated examinations 
of the spine and hip, motion was found to be free and 
painless. A year after the first examination, roent- 
genograms revealed persistence of the flattening and 
increased density of the twelfth thoracic vertebra and, 
in addition, a similar flattening and increased den- 
sity of the eighth thoracic vertebra. Roentgenograms 
five months later revealed flattening of the twelfth, 
eighth, and third thoracic vertebra. The child has 
now been on a Bradford frame for eight months. At 
the most recent examination the spine was found 
straight, painless, and freely movable, and an at- 
tempt at regeneration of the twelfth dorsal vertebra 
was apparent. 

The cause of vertebral osteochondritis is unknown. 
In the reported cases the age incidence of the condi- 
tion varies from twenty months to ten years. Males 
and females are affected with equal frequency. 
Tuberculosis can be excluded because the disease 
involves the vertebral body and leaves the inter- 
vertebral disks intact. The density of the bone is 
increased. In six of the nine cases in which a tuber- 
culin test was recorded the test was negative. Suc- 
cessive roentgenograms over a period of years have 
shown regeneration of the vertebral body to its nor- 
mal contour. 

Syphilis can be excluded by the Wassermann test. 


The condition should not be confused with cop. 


genital malformation as it is acquired after birth. 
The most acceptable theory regarding the ctiolog, 
and pathogenesis of the condition is that of Caly 


and Buchman. According to this theory there is ap 


imbalance between the static demand and the stati 


capacity of the newly formed bone, and uncer the 


influence of some cause of infectious or endocrine 
origin, the body of the vertebra softens. 

Vertebral osteochondritis is a true disease entity 
running a characteristic course and tending toward 
spontaneous recovery with regeneration o/ the af- 
fected bone. 

The treatment indicated is immobilization of the 
spine with appropriate apparatus, combined with 
general hygienic measures. 

Norman C. BuLLock, M.D 


Brofeldt, S. A.: Disease of the Base of the Patella 
Produced by Chronic or Acute Trauma | Durc) 
chronisches oder akutes Trauma _hervorzerufene 
Erkrankungen der Basis patellae). Acta. Soc. med 
Fennice Duodecim, 1932, Xiv, 4. 

During the last three years the author lus seena 
patellar disease not observed by him before and not 
described in the literature. Having encountered 
three such cases within six months, he believes that 
the condition is not very rare. According to the 
clinical picture it is so distinct and circumscribed 
that it may be regarded as an entity even though it 
has close relationships to other bone changes 

Brofeldt reports his three cases in detail. The pa 
tients were two boys and one girl between the ages 0! 
seven and eleven years. In the case of one of the 
boys sensitiveness of the knee was experienced on 
jumping:and a few months later was followed b) 
pain. In the second case the left knee became pain 
ful without trauma and when it recovered the right 
knee became involved without apparent cause 
In the third case both knees became puain{ul after 
exertion without injury. The symptoms were 
always gradually developing sensitiveness and pail 
in the region of the knee. The youngest patient had 
had rachitis, but the others had not been affected 
by that condition. The patellar region was paintul 
and swollen and examination revealed at the base 0! 
the patella a sickle-shaped thickening a few cent- 
meters thick which surrounded about one-third ol 
the patellar border and was very sensitive. cca 
sionally the knee joint contained fluid. ‘Ihe muscles 
showed no apparent atrophy. In one case there Was 
slight sensitiveness of the apex of the patella and 0 
the tuberosity of the tibia. 

Roentgenography revealed usually typical! changes 
corresponding to the findings of palpation. -Anter 
posterior and lateral exposures showed the sickle: 
shaped thickening to be due to increased «mounts! 
calcium. In more advanced cases the sha low covers 
also the upper anterior surface of the |yase of lit 
patella and part of the dorsal surface. In the earl’ 
and more severe cases the entire upper part of tt 
base of the patella disappears in the roentgenogt” 
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and in its place there is a beginning thickening with 
small iragments of bone. Structural irregularity is 
not pathological per se, as it is sometimes found 
under normal conditions. 

in one of the author’s cases there were symptoms 
at the apex of the patella. In this case the tuberosity 
of the tibia showed no changes suggesting epiphy- 
sitis, but in another case such changes were ob- 
served. The disease lasted several months, but dis- 
appeared rapidly after rest. 

Histological examinations show that this condition 
is due, not to a pathological bone process or frac- 
ture, but in a certain degree to a physiological form 
of ossification which may be considered a reaction 
of the bone to irritation at its growing edge. The 
changes should be considered as disturbances of the 
ossification process precipitated by a functional irrita- 
tion such as that associated with epiphysitis. 

The author reports also seven cases of fragmenta- 
tion, fracture, and rupture of the tendons at the 
edge of the base of the patella. He believes that in 
at least some of the cases the cause of the ossification 
centers found at the base of the patella was the same 
as in the first three cases reported by him in this 
article. In the others, the lesions obviously de- 
veloped as the result of chronic or acute trauma. 
[he cause of a typical rupture of the quadriceps 
appears to be an indirect trauma in the form of pas- 
sive hyperextension of the quadriceps tendon. 

Louis NEuwWELT, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Dainelli, M.: Muscle Grafts and Transplants (In- 

nesti e trapianti muscolari). Ann. ital. di chir., 1932, 

xl, 817. 

The author reviews much of the experimental 
work on muscle grafting which has been done to 
date, some of the factors and difficulties in the 
technique, and some of the factors and findings in 
the transplantation of other tissues such as the testi- 
cle and thyroid. 

He divides his own experiments into those in 
which free grafts and those in which pedunculated 
grafts were employed. He found that eventually all 
of the grafts were replaced by new connective tissue 
aiter a process of degeneration and necrosis. In the 
pedunculated autogenous grafts examination re- 
vealed an atrophic reduction in the muscle bundles 
with gradual substitution by connective tissue. 
None of the grafts maintained its normal constitu- 
ency. The administration of extracts of the muscles 
to be grafted before and after the transplantation in 
an ellort to desensitize the animal had no effect on 
the ultimate fate of the graft. 

The author concludes that in the case of homo- 
plastic grafts the failure of the transplantation may 
ve due to histological, humoral, nerve, or blood- 
vessel disturbances, and that in the case of the 
pedunculated grafts the most important factor 
dlowing substitution of the graft by connective tis- 


sue is loss of the physiological tone of the muscle 
fibers. A. Louts Rost, M.D. 


Mason, M. L., and Shearon, C. G.: The Process of 
Tendon Repair: An Experimental Study of 
Tendon Suture and Tendon Graft. Arch. Surg., 
1932, XXV, O15. 

The experimental study reported by the authors 
was carried out on sixty-nine dogs. In thirty-five of 
the animals a tendon was divided and immediately 
sutured, and in thirty-four a segment of tendon was 
removed and immediately replaced by another seg- 
ment of tendon from the same dog. In all of the ex 
periments the tendon of the dog which corresponds 
to the extensor carpi radialis in man was used. Some 
of the legs were immobilized whereas others were 
allowed free movement. At varying intervals the 
legs were examined, the operative field was exposed, 
and the tendon was removed for microscopic study. 
In a few instances the specimens were discarded be- 
cause of gross infection, and in a few others the speci 
mens were lost. 

Except in ten experiments, the tendon sutures 
were uniformly done by the Kanavel and Koch type 
of lacing suture. The sheath was opened in various 
ways and was treated in various ways at the time of 
operation. In some instances the sheath was cut 
transversely or longitudinally and no attempt at 
repair was made. In others it was cut transversely or 
longitudinally and repaired by suture. The proto- 
cols cf these experiments supplemented by photo- 
micrographs of the healing process after intervals of 
one, two, and three weeks are included in the report. 

The healing process was essentially the same 
throughout the series of experiments except that it 
varied considerably in its rate of progress. During 
the early part of this process the sheath or peritendi 
nous tissues played the greater réle. ‘The tendon 
soon began to proliferate and in a short time assumed 
the major réle in the healing process by extending 
across the gap. After this process was well under 
way the sheath or peritendinous tissues began to 
loosen up and resume the réle of a gliding tissue. In 
no instance did a true synovial sheath develop. In 
all cases of suture there was separation of the tendon 
stumps irrespective of the procedure. When the 
knots of the suture material lay between the tendon 
stumps they appeared to interfere considerably with 
the healing process. 

The tendon grafting was done by excising a seg- 
ment of tendon from the extensor carpi radialis and 
filling the defect with the same segment after sever- 
ing all blood supply or by filling the defect with a 
segment of tendon of equal length from another ten- 
don of the same dog. The method of suturing the 
graft varied somewhat. In some instances the sutur- 
ing was done by threading the graft on the suture 
material which was used as a tension suture, while 
in others the graft was sutured end-to-end to the 
stumps by the Kanavel suture. In a few instances 
the graft was cut long enough for overlapping and 
side-to-side suture. The treatment of the sheath 
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tissues and the immobilization varied as in the su- 
ture experiments. The protocols of the thirty-four 
grafting experiments supplemented by photographs 
and photomicrographs are included in the report. 

In the grafts the process of repair was essentially 
the same as that following simple end-to-end suture 
although the presence of the tendon graft in the 
defect was seen to play a definite réle in the healing. 
The specimens showed a varying rate of progress. 
The changes which took place during intervals of a 
few days are described. In the healing process two 
phases could be distinguished. In the first phase, 
i.e., during the first two weeks, the union between 
the graft and stumps was due to proliferation of the 
respective sheaths or peritendinous tissues and there 
were proliferative changes beginning in the tendon. 
The second phase was the phase of tenoblastic pro- 
liferation of the stumps and graft and overlapped the 
first phase. After the second week the second phase 
was the more important. As the sheath became of 
less importance as a uniting structure it began to 
take up the function of a sliding tissue. 

In summarizing the authors state that the healing 
process of the repair of tendon defects consists of an 
early union by connective tissues and a later union 
by tendon-cell proliferation. In tendon grafting the 
graft should be left surrounded by its own carefully 
handled and preserved peritendinous tissues and the 
tendon should be sutured end-to-end in such fashion 
as to prevent retraction. In the experiments re- 
ported a certain amount of retraction invariably 
occurred, and it is reasonable to assume that it 
occurs also in the human being. It is evident that 
the wider the gap the greater the chance for scar tis- 
sue to interfere with the direct tendon-cell union. 
When transplanted as a free graft, the tendon with 
its surrounding connective tissue maintains its 
vitality. Accordingly such transplantation seems to 
be the logical means of bridging a gap rather than 
the use of silk, fascia, and other substances. 

The authors draw the following conclusions: 

1. In tendon suture any sheath tissues present 
should be as carefully approximated as the tendon 
because they unite early and function while the ten- 
don is proliferating. 

2. Accurate end-to-end apposition of tendon 
stumps is beneficial to healing. 

3. In sutured tendons, movement may be started 
cautiously by the fifth or sixth day, but no force 
should be exerted before the third week. 

4. Defects in tendons should be filled with a ten- 
don graft plus its sheath tissues and not by fascia, 
as the tendon graft forms true tendon which will not 
tend to stretch as would ordinary connective tissue. 


Del Valle, D., and Satanowski, S.: Hoffa’s Disease. 
The Report of Two Cases (Enfermadad de Hoffa. 
Dos observaciones). Semana méd., 1932, XXXiX, 379 


In 1903 Hoffa encountered a case of marked hy- 
pertrophy of the adipose tissue located beneath the 
patellar ligament. In 1904 he reported seven similar 
cases, in all of which an operation was performed. 
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Since then the condition has been known as ° 
disease.”’ 

In one of the two cases reported by the 
the disease followed a severe trauma, and 


other it was due to syphilis. Hoffa conten« 
trauma was the only cause, but since his report 


due to other causes such as tuberculosis, thi 
tion of a true lipoma, and syphilis ha 
recorded. 

The clinical picture is characteristi 
trauma or during the course of a chroni: 
process the patient begins to complain of pr 
fatigue and finally of pain in the affected kn: 
pain occurs only when the knee is used. P; 
limitation of extension then results from | 
tion of the hypertrophied fat between the 
surfaces. This makes the patient walk wit! 
partially flexed and bearing his weight on | 
tarsophalangeal joints with the foot in tl 
position. 

Examination reveals: (1) hypertrophy o 
ligament producing a pseudofluctuant an: 
swelling on both sides of the patellar tend 
may be exaggerated when the patient s! 
absence of bony changes around the joint, 
ful limitation of extension with normal |] 
atrophy of the quadriceps, and sometimes 
presence of a roentgen-ray shadow. 

The prognosis depends upon the treatment 
patient is untreated, he remains crippled. || 


ment indicated is surgical removal of the 


mass. Physical therapy and medical treatm 
no effect on the condition. In the treatment 
mended by the authors the fat pad filling 1! 
patellar space is removed through a parajit 
cision made on the lateral aspect of the 
fat pad is found to be loosely attached 
terior surface of the patellar tendon and 1h 
end of the tibia, but fixed firmly to the arti 
sule. Three prolongations at its upper « 
severed as near their insertion into the ! 
possible. This procedure opens the kne« 
attempt is made to close it. After clo 
aponeurosis and skin, the knee joint is i 
for twelve days, and at the end of that ti 
and active and passive motion are begun 
recovery usually results within two or th 
WIciiAM R. Tora 
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FRACTURES AND DISLOCATIO'S 


pic 


Faldini, G., and Giannelli, A. M.: A Cl 


ostatis- 


tical Study of 199 Cases of Fracture 0! ‘he Spine 


(Considerazioni clinicostatistiche su 
fratture della colonna vertebrale). C/ 
movimento, 1932, XVii, 249. 


Of the 199 cases of fracture of the spine ™ 


150 (75.37 per cent) were those of m 
(34.62 per cent) those of females. One ! 
nine (54.77 per cent) of the patients 
third or fourth decade of life. The lumbar s 
involved most frequently (41.71 per « 


casl 
rganid 
g 


viewed 


; and 4 


lred and 
e in the 
pine was 


t of the 





SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 137 


cases). Fractures in the cervical and lumbar por- 
tions of the spine were due most frequently to in- 
direct violence, whereas those in the thoracic portion 
vere due most frequently to direct violence. Of the 
:>7 cases in which the spine was examined roent- 
senologically, only 1 vertebra was found involved in 
129 (72.88 per cent). The twelfth dorsal vertebra 
was fractured in 21 cases and the first lumbar 
vertebra In 41. 

In all of the cases the fractures were associated 
vith pain and rigidity. Of 187 cases, deformity was 
present in 130 (69.51 per cent). Kyphosis was pres- 
ent in 106 (56.68 per cent) and scoliosis in 24 (12.83 
per cent). Ninety-nine (53.73 per cent) of the 184 
patients showed no nerve symptoms, 50 (27.10 per 
cent) were paraplegic, and 35 (19 per cent) had 
limited paralyses of sensation or motion. Paraplegia 
occurred most frequently in the thoracic region (34 of 
63cases). In the thoracic region, fractures of the fifth, 
sixth, and seventh vertebra were most frequently 
associated with paraplegia. Paraplegia was present 
in all of the 6 cases of fracture of the sixth thoracic 
vertebra. 

It is possible for motion to be regained after frac- 
ture of the spine. Of 72 cases of flaccid paraplegia, 
spastic paraplegia resulted in 6, limited paralysis in 
2oand cure in 5. In 41 there was no change. Of 5 
cases of spastic paralyses, the condition remained 
unchanged in 3 and was cured in 2. Of 23 limited 
paralyses, only 8 were cured. 

Immobilizing treatment gave good results. Lami- 
nectomy was unsuccessful even when it was per- 
iormed early. The paraplegics were rendered able 
to walk by re-education and the use of simple 
prostheses. AuprEY Goss Morcan, M.D. 


Scaglietti, O.: A Clinicostatistical Study of Cases 
of Congenital Dislocation of the Hip Seen at 
the Rizzoli Orthopedic Institute in the Period 
from 18)9 to 1921 (Studio clinicostatistico sui casi 
di lussazione congenita dell ’anca osservati all’insti- 
tuto ortopedico Rizzoli dal 1899 al 1921). Chir. d. 
organi di movimento, 1932, Xvii, 225. 

This article is based on a review of statistics on 
congenital dislocation of the hip published in the 
iterature and 3,216 cases of the condition with 4,692 
lislocations which were seen at the Rizzoli Ortho- 
pedic Institute in Bologna during the period from 
‘og to Tg21. 

Of the patients treated at the Rizzoli Institute, 
‘4.73 per cent were females and 15.27 per cent were 
males, the ratio of males to females being 1:5.54. 
\ccording to the statistics published in the litera- 
lure, 54.95 per cent of the patients were females, 
).27 per cent were males, and the ratio of males to 
nales was 1:5.64. 

The condition was unilateral in 54.10 per cent of 

‘he cases and bilateral in 45.90 per cent, the differ- 

ence being 8.20 per cent and the ratio of bilateral 

‘ses to unilateral cases 1:1.17.. The dislocation 

‘ccurred on the right side in 33.61 per cent and on 

ieleft side in 20.49 per cent, the ratio of dislocation 


on the left side to dislocation on the right side being 
1:1.64. 

Bilateral dislocation occurred in 46.65 per cent of 
the females and 41.76 per cent of the males, the dif- 
ference being 4.89 per cent. Unilateral dislocation 
on the right side occurred in 33.39 per cent of the 
females and 34.32 per cent of the males, the differ- 
ence being only 1.43 per cent, but unilateral disloca- 
tion on the left side occurred in 23.42 per cent of the 
males and 19.96 per cent of the females, the differ- 
ence being 3.46 per cent. 

Direct heredity was evident in 6.60 per cent of the 
cases and familial occurrence in 17.41 per cent. The 
incidence of familial occurrence was 20.54 per cent 
in the cases of males and 16.86 per cent in those of 
females, with a difference of 3.68 per cent. Heredi- 
tary familial occurrence was evident in 22.73 per 
cent. 

A history of difficult birth and abnormal presenta- 
tion was given no more frequently than by patients 
without congenital dislocation of the hip. Evidently, 
therefore, difficult delivery and abnormal presenta- 
tions are not causes of the condition. 

Other congenital deformities were found in only 
3.42 per cent of the cases. The most frequent mal- 
formations were club-foot, the incidence of which 
was 1.06 per cent, and deformities of the skull and 
face, the incidence of which was 0.53 per cent. The 
congenital dislocation of the hip was almost always 
noticed by the family when the child began to walk. 
In the last ten years there has been an increase in 
the number of patients brought for treatment before 
the third year of age. 

Non-operative reduction was done in 88.16 per 
cent of the cases and operative reduction in 2.21 per 
cent. In 3.85 per cent conservative operative meth- 
ods such as the Lorenz osteotomy and decapitation 
and reconstruction of the head were used. In 4.75 
per cent, the treatment was palliative. 

The incidence of congenital subluxation of the hip 
was 81.10 per cent in females and 18.90 per cent in 
males, the difference being 62.20 per cent and the 
ratio of males to females 1:4.29. The condition was 
unilateral in 89.35 per cent of the cases and bilateral 
in 0.65 per cent, the difference being 78.70 per cent. 
It occurred on the left side in 54.64 per cent of the 
cases and on the right side in 34.71 per cent, the dif- 
ference being 19.92 per cent and the ratio of subluxa- 
tion on the right side to subluxation on the left side 
1:1.57. Luxation occurs more frequently on the 
right side. 

Congenital dislocation of the hip is more frequent 
in the lowlands than in mountainous regions. In the 
province of Bologna there is an average of 2 such 
dislocations to every 1,000 inhabitants, but in some 
districts there are more than 3 and in one community 
the average is 4.33. Congenital dislocation of the 
hip constitutes 73.5 per cent of all congenital de- 
formities. It is 4 times as frequent as club-foot, the 
incidence of which is 18 per cent, and 28 times as 
frequent as torticollis, the incidence of which is 2.65 
per cent. AuprEY Goss MorGan, M.D. 
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Putti, V.: Statistics Regarding the Results of the 
Treatment of Congenital Preluxation of the 
Hip by the Method of Abduction, and Some 
Considerations on Prenatal Dislocations (Sta- 
tistica degli stati di prelussazione congenita dell’anca 
curati col metodo dell’abduzione e considerazioni 
sulle lussazioni embrionarie). Chir. d. organi di 
movimento, 1932, XVii, 209. 


To the 24 cases of preluxation of the hip which he 
reported in 1929, the author adds 95 more, bringing 
the total number up to 119. These cases were dis- 
tributed chronologically as follows: 1921-1925, I 
case each year; 1926, 2 cases; 1927, 6 cases; 1928, I1 
cases; 19209, 28 cases; 1930, 33 cases; and 1931, 35 
cases. The results in these cases demonstrate that 
treatment by abduction is based on sound princi- 
ples. Putti attributes the increase in the number of 
cases to the fact that pediatricians especially are 
bearing preluxation of the hip in mind and are recog- 
nizing it early by careful examination of newly born 
infants, often with the roentgen rays. However, it is 
evident that the diagnosis is still often missed. Early 
recognition of the condition is of importance not only 
for the prevention of dislocation but also because, 
according to the experience of the Rizzoli Institute, 
congenital preluxation is the causative factor in 40 
per cent of cases of arthritis deformans. Arthritic 
processes in turn play an important réle in the failure 
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of reduction. A perfect functional result can be ob- 
tained only in a hip that is anatomically perfect, 
and the important lesions which most common 
vitiate the results of reduction are arthritic and osteo 
chondritic processes. Every preluxation should be 
regarded as a potential dislocation. 

Of the author’s 119 cases of preluxation, ‘he con 
dition was bilateral in 52. Of the 67 unilateral cases 
the preluxation was on the right side in 50 and on 
the left side in 17. Eighty-four of the patients wer 
females. The youngest patient was thirty-four days 
old and the oldest sixteen months. Nineteen were 
four months old, and only 4 were more than a year 
old. The shortest period of treatment 
months. In 63 of the cases the treatment 
tinued for from seven to nine months. 

Putti has not changed any of the basic principles 
of the technique which he described in his previous 
report, but has improved the method of producing 
abduction. In 113 (94.9 per cent) of the cases a per 
fect anatomical and functional result was obtained 
In 6 cases the treatment failed. The latter are ana 
lyzed in detail. 

The article is concluded with a discussion of em- 
bryonal dislocations which are produce:| in the 
earliest stages of somatic differentiation and differ 
from fetal or intrapartum dislocations. 

EuGENE T. LE! 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Allen, E. V., and Brown, G. E.: Raynaud’s Disease. 
J. Am. M. Ass., 1932, xcix, 1472. 

The confusion in the diagnosis of Raynaud’s dis- 
ease Which is shown by even a cursory survey of the 
literature seems to have a single basis: departure 
from the criteria given by Raynaud. 

Raynaud stated his opinion regarding the mech- 
anism of production of the disease as follows: ‘‘I 
would say that in the present state of our knowledge 
local asphyxia of the extremities ought to be con- 
sidered as a neurosis characterized by enormous 
exaggeration of the excitomotor energy of the gray 
parts of the spinal cord which control the vasomotor 
innervation.” 

In 1929, the exact antithesis of Raynaud’s opin- 
ion was expressed by Lewis as follows: ‘The pri- 
mary cause of spasm of the digital vessels in Ray- 
naud’s diseases of the common type is not an 
abnormal vasomotor impulse but a local fault of the 
vessels,” 

The question to be answered is: Can vasomotor 
activity be induced in the digits after complete 
removal of the sympathetic control of the arterioles? 
On the basis of a study of two cases which were far 
advanced and complicated with trophic lesions, 
Lewis answered this question in the affirmative, 
whereas on the basis of tests of persons with un- 
complicated Raynaud’s disease, Simpson, Brown, 
and Adson answered it in the negative. It must be 
concluded from these studies that uncomplicated 
Raynaud's disease is due to hyperactivity of vaso- 
motor innervation, and that in advanced cases 
‘local fault” of the digital arteries is an added 
factor. 

In the period from January, 1920, to July, 1931, 
i diagnosis of Raynaud’s disease was made 265 times 
atthe Mayo Clinic. Close examination of the records 
of the patients caused the authors to exclude 61 
cases on the basis of atypical symptoms, inadequate 
lata, evidence suggesting occlusive arterial disease 
orol primary organic disease of various systems with 
secondary vasomotor changes. Of the remaining 
*04 Cases, 147 were uncomplicated, 51 were of the 
‘ype with scleroderma or arthritis, and 6 were of the 
‘ype with trophic changes or recurrent infections 
nassociated with scleroderma or arthritis. This 
‘eport is based on the 147 cases that were uncom- 
| licated, 

Oi the 147 patients, only 17 were males. The rea- 
‘on lor the greater frequency of the condition in 
‘emales is not known. Arranged in decreasing order 
‘ Irequency, the decades of life in which the symp- 
Kee began were the third, fourth, second, fifth, 
‘sth, first, and seventh. Nationality apparently 


plays no part in the etiology of the condition as the 
patients were American, German, Jewish, English, 
Norwegian, Polish, Swedish, Austrian, Canadian, 
Lithuanian, Welsh, Danish, Bohemian, French, 
Finnish, and Italian. The expected weight of each 
patient was calculated from the patient’s height and 
age on the basis of standard tables. Forty per cent 
of the women patients were unmarried. In studies 
of the blood pressure a systolic range of from 100 to 
140 mm. of mercury and a diastolic range of from 
70 to 80 mm. of mercury were used as representing 
the normal blood pressure of patients of both sexes 
and all ages. Eleven per cent of the patients were 
anemic. Forty per cent of the unmarried women 
were teachers. The husbands of the married women 
had various occupations. Menstrual disorders ap- 
peared to play little if any part in the pathogenesis of 
Raynaud’s disease. 

All cases of Raynaud’s disease begin with recur- 
rent attacks of discoloration of the digits separated 
by periods in which the color is entirely normal. 
The length of time elapsing between the onset of 
the illness and the examination of the patient indi 
cates the mildness of the uncomplicated form of the 
disease. Data regarding the regions involved were 
available in 90 per cent of the cases reviewed. The 
changes of color were almost uniformly induced by 
lowered environmental temperature. This phenom- 
enon is so constant that the application of cold 
serves as a reliable method of inducing the changes 
experimentally for study. The degree of coldness 
necessary varies greatly. The changes in color may 
occur from 1 to 10 times daily under the most vari- 
able conditions. In 107 of the cases reviewed in 
this article a diagnosis of some other condition was 
made in addition to the diagnosis of Raynaud’s 
disease. 

According to the authors’ experience, the most 
satisfactory method of treating Raynaud's disease 
is surgical attack on the sympathetic nervous sys 
tem. The selection of the cases to be operated 
upon depends to a large extent on the clinical syn 
drome. The vasomotor changes associated with 
arthritis are usually mild and entirely relieved by 
operation. 

The requirements for the diagnosis of Raynaud's 
disease are: (1) intermittent attacks of discoloration 
of the acral parts, (2) symmetrical or bilateral 
involvement, (3) absence of clinical evidence of 
occlusive lesions of the peripheral arteries, (4) the 
limitation of possible gangrene or trophic changes 
largely to the skin, (5) the presence of the condition 
for at least two years, (6) absence of organic dis- 
ease to which the vasomotor changes might be 
secondary, and (7) greater frequency of the condi 
tion in females than in males. 
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Jaeger, E.: The Pathological Anatomy of Thrombo- 
Angiitis Obliterans in Juvenile Gangrene of the 
Extremities (Zur pathologischen Anatomie der 
Thrombangiitis obliterans bei juveniler Extremi- 
taetengangraen). Arch. f. path. Anat., 1932, cclxxxiv, 
526, 584. 


The author’s presentation of the clinical picture 
and pathological anatomy of thrombo-angiitis is 
based on a study of five autopsy and twelve ampu- 
tation specimens. 

Spontaneous gangrene in the young depends in 
some cases on a special form of reaction of the intima 
of the blood vessels to various types of injury. In 
the larger arteries there are changes like those of 
recurring thrombo-endocarditis. In the medium- 
sized arteries there are fibrin thrombi with the for- 
mation of granulation tissue containing giant cells. 
In the smaller arteries there is periarteritis nodosa. 
Later there appear, in long segments of the blood 
vessels, red thrombi which subsequently are re- 
placed by granulation tissue. In the veins, which 
sometimes become diseased independently of the 
arteries, thrombotic occlusion develops very quickly. 

Thrombo-angiitis obliterans is a general disease 
of the vascular apparatus. It occurs most fre- 
quently at the sites at which the blood vessels 
divide, but sometimes involves the internal organs 
very extensively and is influenced by the function 
of the involved part and by external injury. Occlu- 
sion of large arterial branches by thrombosis is 
manifested by intermittent claudication. Abnormal 
demands on the insufficient collateral circulation of 
the large vessels may precipitate or lead to recur- 
rence of the disease and, with it, so-called spon- 
taneous gangrene. 

The article is illustrated with photomicrographs. 

EricH WOHLAUER (Z). 


Reid, M. R.: The General Care of Peripheral Vas- 
cular Diseases. Ann. Surg., 1932, xcvi, 733. 

It is the author’s belief that the minor details of 
treatment used to supplement the major treatments 
of peripheral vascular disease are of great importance 
and often neglected. The patient should know that 
a reduced circulation means impaired nourishment 
of the tissues and that instructions regarding the 
position and exercise of his extremities, the avoid- 
ance of cold, and the care of his skin are given him 
to keep the nourishment of his tissues up to the 
maximum. 

The position of maximum circulation in the 
affected parts when they are at rest should be deter- 
mined for each case. A practical idea of the level of 
optimum circulation can be obtained from observa- 
tion of the fullness of the veins when the extremity 
is put at different levels with respect to the level of 
the heart. The correct level is that at which the 
veins are neither collapsed nor distended and are 
visible and apparently on the level with the surface 
of the skin. 

Voluntary movement of the ankle and toes will 
cause a striking improvement in the color of an 
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affected foot that has been allowed to hang 
has become red and cyanotic. The patient 
be informed of the harm of too much exercise 
significance of the pains of intermittent claud 
When the exercises of Buerger and Allen 
cated it is best to require a short period of h 
zation in order to teach the patient how 
them out accurately. 

Circulation is better when the skin is 
delicate. Careful washing and greasing 
should be persisted in until the skin be 
nearly like that of a child as possible. 

The majority of complications of perip| 
cular disease occur during cold weather. 
fected extremities should never be allow 
come cold. The patient should be requir 
woolen socks and possibly fleece-lined shox 
feet perspire. Moderate sweating improv: 
ture of the skin and the nourishment of t 

The most trivial wounds and infections 
treated as major complications until the 
pletely healed. The patient should be 1 
dangers incident to the cutting of calluses 
For infections, the author prefers wide op 
and the use of Dakin’s solution. 

All trauma to inflamed or diseased ve 
be avoided by both the patient and the 
terminations of the blood pressure in t 
leg may result in damage to the artery. | 
to the direct trauma that a tourniquet m 
a diseased vessel, the temporary stasis | 
tal to the tourniquet may favor the e) 
thrombotic process. 

When amputation is necessitated by ga 
infection of the extremities not associat: 
mary vascular disease the author perforn 
tion between two tourniquets in order 1 
danger of infection of the stump, but wh: 
tion is required primarily because of vas: 
he employs only the distal tourniquet 
avoid the damage to the tissues and | 
that might be produced by the proxima 

The fluid intake in cases of periphe: 
disease should amount to at least 4,0 
In some instances the use of thyroid ext! iy im 
prove the circulation. All foci of infecti ild be 
eliminated and the use of tobacco and 
hibited. 

In conclusion Reid says that routin¢ 
of all peripheral pulses would result 
diagnosis of peripheral vascular dise: 
make possible the prevention of man) cations 
which so frequently necessitate amput 

Norman C. Bi 
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Wakeley, C. P. G., and Reid, W. O.: Subcutaneous 


Rupture of the Popliteal Artery. » 1932 
ccxxiii, 8209. 


Subcutaneous rupture of the poplit« tery has 


| lope ol 


jaenosis 


been reported only four times since th« 
saving the affected leg depends on ¢ 
and treatment. 
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Obvious causes of rupture of the popliteal artery 
are fractures, dislocations, and severe injuries to the 
region of the knee joint. When the trauma is indi- 
rect the mechanism of rupture is less easily deter- 
mined. .\ consideration of the anatomy of the pop- 
liteal space offers an explanation of the lesion. The 
popliteal artery and vein are fixed proximally at the 
adductor hiatus by the tendinous arch of the adduc- 
tor magnus and distally by the tendinous arches of 
the tibialis posticus and the soleus muscles and by 
the interosseous membrane through which the an- 
terior tibial artery passes. An additional factor in 
the fixation may be an anomalous tendon with its 
origin in the short head of the biceps and a fan- 
shaped insertion into the posteromedial aspect of the 
capsule of the knee joint. Because of this fixation 
any sudden violence sustained when the knee is in 
hyperextension is capable of causing rupture of the 
artery. [n addition to the stretching action in hyper- 
extension, there is rotation with twisting of the 


artery in the final locking of the joint. 

Except in rare cases, the injury is followed im- 
mediately or soon by severe pain and a feeling of dis- 
tention in the region of the knee. Swelling appears 
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behind the knee and spreads up and down the leg. 
A pins-and-needles sensation spreads toward the 
foot and gradually gives way to numbness and 
eventual loss of sensation. Pulsation or murmur in 
the popliteal haematoma has been noted only once 
or twice. In the anterior and posterior tibial arteries 
pulsation is absent or, when the rupture is partial, 
is weak. Failure to make the diagnosis is usually due 
to failure to consider the possibility of the lesion. In 
some cases the diagnosis is rendered diflicult by 
absence of one or more of the characteristic signs. 

The experience of some surgeons seems to warrant 
immediate ligation of both artery and vein to favor 
the development of a collateral circulation. Ina few 
cases amputation may be avoided, but in the ma 
jority the prognosis is most unfavorable. The estab- 
lishment of an adequate collateral circulation may 
be prevented by pressure of the blood clot on the 
collateral vessels or damage to these vessels and the 
soft parts by the same cause. 

The prognosis of partial rupture is more favorable, 
but the author has been unable to find any record of 
a successful suture in continuity. 

E.S. Pratt, M.D. 
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OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Desplas, B., and Ronchese, A. D.: Pre-Operative 
and Postoperative Vaccination (Le vaccination 
pre- et post-opératoire des opérés). Presse méd., 
Par., 1932, xl, 259. 

While pre-operative vaccination with a_poly- 
microbic vaccine creates a true immunity, it may 
not afford absolute protection against virulent or- 
ganisms after the body has been weakened by oper- 
ative trauma. The authors therefore recommend the 
use of a specific vaccine after operation. 

Before operation, the vaccine may be given by in- 
jection, but after operation it should be given by 
mouth as when administered in this manner it causes 
less disturbance of the organism. By oral adminis- 
tration, it may be given twice daily to assure a con- 
tinuous antibacterial action. Emulsions of killed 
bacteria apparently do not traverse the intestinal 
mucosa, for after their administration by mouth no 
agglutinating substances appear in the blood and if 
no soluble protein or trace of the culture medium is 
administered with them, no change is noted in the 
number of leucocytes. Bacterial lysates are im- 
mediately absorbed, as is evident from an increase 
in the number of leucocytes even when the lysates 
are prepared in such a way that they contain no 
other proteins than the bacterial proteins. It there- 
fore appears that, for general action, an orally ad- 
ministered vaccine containing bacterial lysates will 
have a more marked effect than a simple bacterial 
emulsion. 

To determine the influence of postoperative vac- 
cination on the incidence of postoperative pulmonary 
infections, the authors made a study of 2 groups of 
180 patients each who were operated upon in 3 hos- 
pitals during the months from October to May. 
Those of one group were treated with vaccine after 
operation and those of the other group were not. 
The vaccine was prepared from streptococci, pneu- 
mococci, staphylococci, enterococci, colon bacilli, 
and pyocyaneus bacilli. Bacterial lysates and whole 
bacteria were used. The vaccine was administered in 
a dose of 2 ampoules by mouth every twenty-four 
hours for four days. On the first day, in order to 
prevent its expulsion during postoperative vomiting, 
1 ampoule was given immediately after the operation 
and another during the evening by rectum. 

Of the 180 patients who were not vaccinated, 20 
(11.11 per cent) developed postoperative complica- 
tions. In 16 cases the complications were pul- 
monary; in 3 cases, enterocolic; and in 1 case, hepato- 
renal. 

Of the 180 patients who were given postoperative 
vaccination, only 8 (4.44 per cent) developed com- 


plications. In this group all of the compli 
were of the pulmonary type. 

In the 360 cases there were 9 postoperative 
Six of the patients who died had advanced 
2 had gall stones and severe icterus, an 
tuberculous meningitis. 

The authors conclude that systematic p 
ative vaccination by way of the alimenta 
tends markedly to reduce the incidence and 
of postoperative pulmonary complications 
choice must be made between pre-opera! 
postoperative vaccination, they prefer post: 
vaccination. When possible, they give 3 o: 
tions of a polymicrobic vaccine made of lys 
killed whole bacteria at intervals of two da 
operation and administer this vaccine by 
method for from four to six days after oper: 
150 cases in which this procedure was 
pulmonary complications developed in on! 
per cent). KELLOGG Sp! 
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Eichelter, G.: The Trendelenburg Operation for 
Pulmonary Embolism. A Report on the Known 
Cases and Eight New Ones (Die Operation der 
Lungenembolie nach Trendelenburg. Bericht ueber 
die bisher bekannt gewordenen und a weitere 
Faelle). Chirurg, 1932, iv, 209. 

Trendelenburg’s report on the operative treat 
ment of pulmonary embolism was presentc« at the 
Natural Science Congress in Dresden in the year 
1907. After 20 failures of various surgeons, Kirsch 
ner reported the first permanent cure in 1924. From 
this time on, according to Eichelter, 8 0! 102 pa- 
tients operated upon by the Trendelenburg method 
have remained permanently cured. \ltogether, 
Eichelter collected and reviewed 123 cases, partly 
from the literature and partly from the collected 
statistics of Huebner. The purpose of this article 
is to point out the many possible causes o/ failure 
and thereby lead to an increase in the number ol 
cures. 

The first cause of failure is the ditiicu 
nosis. In patients with severe general 
terminal and insidious pulmonary em 
often not recognized. With increasing sti: 
tainty of diagnosis is increased. How: 
ing to the literature, only every fourth ' 
is suitable for the Trendelenburg interve: 
thermore, the cases in which death o: 
diately as the result of a vascular reil 
over-distention of the heart must be exc! 
diagnoses of pulmonary embolism hav: E 
in cases of internal hemorrhage, collapse, intestinal 
hemorrhage, apoplexy of the brain, nephrit!s, pleural 
empyema, pulmonary abscess, peritonitis, steno 
cardia, coronary infarct, uremia, and acute sept 


142 


of diag- 
isease the 
isms are 
the cer 
accord 
sixth case 
yn. Fur- 
irs imme- 
or acute 
‘ed. False 
en made 





~ SURGICAL TECHNIQUE 


pulmonary oedema. In addition, acute cardiac 
weakness also makes the differential diagnosis very 
difficult. While cases of acute cardiac weakness have 
been diagnosed as embolism and operated upon, in 
a large number in which this diagnosis has been 
made recovery has occurred without operation. 

The signs of severe pulmonary embolism so far 
recognized are sudden severe dyspnoea; a choking 
sensation; sallow pallor or cyanosis; a frequent, 
peripherally absent, or very small and irregular 
pulse; a rapid fall in the pulse tension; coldness of 
the skin; a cold sweat; anxiety; a premonition of 
death; loss of consciousness; convulsions; gradual 
dilatation of the pupils; loss of the corneal reflexes; 
rigidity of the pupils; a rapid decline; deep and 
labored breathing, sometimes with lagging of the 
affected side of the chest, which is followed by ces- 
sation of breathing; dilatation of the right side of the 
heart; and a systolic murmur over the site of the 
embolus. 

The contra-indications to operation, which have 
been recognized up to the present time are cachexia, 
sepsis, marked arteriosclerosis, and pneumonia. The 
author does not respect these contra-indications 
when operation offers the only chance for life. 

According to Key, three prerequisites for the per- 
formance of the Trendelenburg operation are: (1) 
constant readiness to perform the operation, (2) 
instruction of the nursing personnel for rapid recog- 
nition of an embolism, and (3) the presence of an 
operating personnel trained in the performance of 
the operation. The choice of the time of the opera- 
tion is also of great importance. The proper time for 
the operation is not when the heart begins to become 
paralyzed, but when it has sufficient reserve power 
to function regularly after the operation. Of no 
less importance is the technique and the ability of 
the surgeon to work rapidly and calmly. Perforation 
of the pleura, confusing the pulmonary artery with 
the aorta, perforation of the cardiac auricle, and 
injury to the pulmonary artery by the lifted rubber 
tube may be very serious. Frequent experiments on 
the cadaver are necessary. The more delicate instru- 
ment devised by Meyer is preferable to the instru- 
ment of Trendelenburg. Also of value is the linen 
bag proposed by Meyer, in which the instruments 
_ and lie in the order in which they are 
used. 

The operative and autopsy findings in 8 cases in 
which the Trendelenburg operation was unsuccessful 
are reported. PLENz (Z) 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 
Fisher, H. E.: Electrical Shock. Illinois M.J., 1932, 


Ixii, 322. 


A low-tension alternating current up to 300 alter- 
tations is more dangerous than a current with a 
requency of over 4,000 per second, but high- 
‘Tequency currents may be very harmful if passed 
through the body for long periods of time. A low- 
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tension current with a low frequency acts upon the 
heart, causing a fibrillation from which recovery may 
be impossible. 

The conditions produced in the human body by an 
electrical current depend upon the source, character, 
voltage, amperage, and resistance involved. They in- 
clude painful shocks to the central nervous system, 
paralysis of the brain centers affecting the function 
of the heart and lungs, loss of consciousness, paral- 
ysis of the voluntary skeletal muscles, paralysis of 
the involuntary muscles of the heart and lungs pre- 
ceded by painful muscular contractions, haemolysis 
and excessive fluidity of the blood, and the creation 
of excessive heat. 

The highest temperature within the body which 
the author was able to record was 140 degrees, but 
the surface temperature at the point of contact has 
been much higher than that. In some cases the 
temperature within the skull has been raised to the 
steaming point. 

The amount of destruction of tissue depends upon 
the current, the contact, and the resistance of the 
tissues. The greater the resistance the greater the 
heat generated and therefore the greater the destruc- 
tion or burning of the tissues. 

The theoretical causes of death from electrical 
shock are general instantaneous cell death, brain 
death due to an intensive molecular concussion of 
the nerve cells of the central nervous system, and 
heart death. 

When the current enters the body it is conducted 
to the various voluntary and involuntary muscles. 
The muscles made up of minute fibers are sensitive 
to outside electrical stimulation, and the excitation 
produced by it causes them to contract. If the con- 
traction is rapid and prolonged, the muscle soon 
becomes fatigued. Involuntary muscle fibers con- 
tract slowly, while voluntary muscle fibers contract 
quickly. 

The term “heart death” is applied to stoppage of 
the circulation from over-excitation of the muscle 
fibers of the heart (heart fibrillation) caused by an 
electrical current. In some cases the heart may give 
evidence of resuming its function. The blood pres- 
sure rises at first and then drops slowly. If the elec- 
trical current stops, the heart may try to resume its 
function, but if the current persists, the blood pres- 
sure drops to zero and death results. The heart 
muscle is especially sensitive to low-voltage currents 
and to the frequency of alternating currents. 

According to the most generally accepted theory, 
death from electrical shock is due to heart failure 
from fibrillation of the ventricles and paralysis of 
respiration through the central nervous system. 

The treatment of electrical shock is of three types 
—prevention, rescue, and first aid. Prevention con- 
sists in the providing of safety devices; rescue, in 
turning off the current and removing the victim 
from the source of contact; and first aid, in artificial 
resuscitation, usually by the Shaeffer prone method. 
The use of drugs is usually of no avail. 

Joun J. MALoney, M.D. 
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Seeger, S. J.: The Hydrogen-Ion Concentration 
Value of Tannic Acid Solutions Used in the 
Treatment of Burns. Surg., Gynec. & Obst., 1932, 
lv, 455. 

Davidson introduced the tannic acid method of 
treating burns in 1925. Extensive experience with 
this method demonstrates that it has many advan- 
tages. Pain is relieved almost immediately, and the 
precipitated protein formed provides a protective 
coating against chemical, bacterial, and mechanical 
action as well as against sensory and inflammatory 
irritation. Loss of body fluids is prevented, and 
secondary infection, especially in superficial burns, 
is limited because of the lack of favorable material 
for the growth of organisms. The protective area of 
coagulated protein acts as a scaffold for the growth 
of epithelium. 

The effect of the hydrogen-ion concentration value 
of tan liquors upon the fixation of tannin by tissue 
proteins has been studied in industry by Wilson and 
others. Variable factors affecting the diffusion of 
tannins in the skin, such as concentration, tem- 
perature, and kinds of tannins have also been in- 
vestigated. 

In order to determine the effect of the hydrogen- 
ion concentration value of tannic acid used in treat- 
ing burns, two series of experiments were conducted. 
In the first series, twelve rabbits under anesthesia 
induced with ether were burned with a hot iron 
plate and immediately after the burning the burned 
areas were sprayed with tannic acid solution. Sub- 
sequently, spraying was done at intervals of about 
ten minutes for thirteen hours. At the end of twenty- 
four hours the rabbits were killed and skinned. Each 


rabbit was sprayed with a different solution. The 
solutions used were the following: 


Tannic acid Strength 
No. from Per cent 
Merck 2. 
Merck 
Merck 
Zinsser 
Zinsser 
Zinsser 
Zinsser 
Zinsser 
Zinsser 
Zinsser 
Zinsser 
Zinsser 


pH value 
2.92 
2.85 
2.60 
3.10 
4.00 
5.00 
6.00 
7.00 
8.00 
9.00 
10.00 
II.00 
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The first four solutions consisted of pure tannic 
acid and water. The remaining eight were exactly 
like No. 4 except for the addition of an increasing 
amount of sodium hydroxide to increase the hydro- 
gen-ion concentration value to the desired point. 

The great degree of oedema produced in the tis- 
sues by solutions in the acid ranges and the marked 
disruption and disorganization caused thereby were 
very definitely shown in the microscopic sections. 
The best results were obtained at the hydrogen-ion 
concentration value nearest 7.4. It is conceivable 
that the oedema which results from the use of acid 
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solutions of tannic acid may augment the 
fluid from the blood vessels to the tissues \hj 
according to the theory of Underhill, oc; 
burns. 

On the basis of this experimental work the author 
uses clinically a solution of tannic acid m: wit! 
3-975 gm. of pure anhydrous sodium carbon ite, >: 
gm. of pure tannic acid, and 500 c.cm. 0! \ater 
This solution has a hydrogen-ion concentration valy¢ 
of 7.4. This solution has been used in two very ex 
tensive burns. In both, it gave immediate 
results which, in some respects, were suj 
those of the 5 per cent aqueous solution o! 
drogen-ion concentration which Seeger « 
formerly. The tanning occurred rapidly, 1 
gesic effect was the same as that produced |)\ solu 
tions with a low hydrogen-ion concentration, and 
the tanned membrane formed was more pli )le thai 
that produced by solutions of the latter t) 

In conclusion the author says that the t 
solutions used clinically for the treatment 
since Davidson’s introduction of tannic aci 
purpose are strongly acid and highly 
tending to cause swelling and oedema of t! 
and too rapid fixation of tannin at th 
These disadvantages are overcome by neu 
to the hydrogen-ion concentration valuc of the 
blood. Apparently this neutralization is 1 
panied by any loss in tanning power. Th« 
effects of tannic acid observed by clinicians ar 
retained by the use of neutral or slightly alkaline 
solutions. Norman C. Buttock, M.D 
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ANZSTHESIA 


Brown, G.: Premedication with the Barhiturates. 
Med. J. Australia, 1932, ii, 437. 

The barbiturates are all primary hypnotics whic! 
may depress the respiratory and circulato 
when given in amounts large enough to pr 
hypnosis. 

From his experience with them in 26% cases the 
author concludes that barbiturates are capable oi 
reducing fear and psychic shock before operatio! 
and are therefore indicated especially he pr 
operative preparation of patients who are extreme! 
nervous. After their use, powerful alcoh: 
take a general anesthetic better, the « 
concentration of the general anesthe 
lessened, and postoperative discomforts 
decreased. Unconsciousness after oper: 
longed and followed by a further period 
senses are dulled although the patient is 
The dosage should be sedative and not h 

Barbiturates should not be used as thi 
thetic nor in cases of lung diseases. 
deficiency is present the dosage shou! 
ished. 

The arrangement of the barbiturate order | 
decreasing toxicity is as follows: perno:!on, barb 
tone, luminal, amytal, phanadorm, allon«|, dial, re 
nembutal. The arrangement in order of decreas!" 


systems 


ce dee] 


patients 


| 





SURGICAL 


hypnotic efficiency is: nembutal, dial, allonal, phana- 
dorm, pernocton, amytal, luminal, and barbitone. 
The arrangement according to premedication effi- 
ciency udged by minimal disagreeable side actions, 
minimal hypnosis after operation, and the ratio of 
efiective to lethal dosage is: nembutal, dial, allonal, 
phanadorm, amytal, luminal, barbitone, and per- 
nocton. 

With intravenous injection, the hypnotic effect is 
achieved in a few minutes, whereas with oral ad- 
ministration it is considerably delayed. 

Harotp M. Britt, M.D. 


Cotui, F. W., and Standard, S.: Experimental 
Studies on Subarachnoid Anesthesia: I. 
Paralysis of Vital Medullary Centers. Surg., 
Gynec. & Obst., 1932, lv, 290. ' 

The authors report a study of the effects of cocain 
and its derivatives on the vital bulbar centers. They 
discuss the injection of procain into the spinal canal 
and into the cisterna magna, the localization of the 
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action of procain injected cisternally, resuscitation 
measures, and the difference in lethal dosage in the 
cases of normal and anesthetized animals. Their 
experiments were performed on dogs. Each of the 
dogs was given 5 mgm. of morphine hydrochloride 
per kilogram of body weight subcutaneously and 25 
mgm. of sodium amytal per kilogram of body weight 
intravenously. 

It was found that when procain is injected in 
sufficient amounts into the cisterna magna it pro- 
duces respiratory and vasomotor paralysis by direct 
action on the medulla. When complete paralysis 
occurs, artificial respiration and the intravenous in- 
jection of ephedrine are effective resuscitation meas- 
ures. In narcosis induced with sodium amytal alone 
or with morphine, the resistance of the centers to the 
paralyzing effects of procain is lowered. Therefore 
the authors consider barbituric acid derivatives dis- 
tinctly contra-indicated for use as basal anesthetics 
in the induction of spinal anwsthesia. 

GEORGE R. McAuttrr, M.D. 





ROENTGENOLOGY 


Salotti, A.: First Results of Capillariscopic, 
Capillarigraphic, and Tonometric Researches 
on the Action of Radiations of Various Wave 
Lengths (Primi resultati di ricerche capillaris- 
copiche, capillarigrafiche, e tonometriche sulla 
azione di radiazioni di diversa lunghezza d’onda). 
Radiol. med., 1932, xix, 1100. 

In the normal and pathological conditions studied 
by the author the reaction to doses close to the 
erythema dose of various radiations, especially of 
the ultraviolet and roentgen rays, was always 
characterized by vasodilatation. The superficial 
capillaries and the capillaries of the subpapillary 
reti at first became tortuous, then dilated, and then 
increased in number as the result of the appearance 
of new ramifications. 

The ultraviolet rays attacked the superficial 
capillaries first whereas the roentgen rays attacked 
the capillaries of the subpapillary reti first. The 
reaction to the ultraviolet rays was proportional to 
the dose and was quicker than the reaction to the 
roentgen rays. 

Preceding the visible changes, tonometry always 
revealed a varied diminution in the capillary pres- 
sure. This was apparently the immediate result of 
the action of the rays on the sympathetic nerves 
controlling the vessel tonus. The changes in pres- 
sure produced by both types of rays were propor- 
tional to the visible changes in the capillaries 
occurring later. A. Louts Rost, M.D. 


Bistolfi, S.: The Roentgen Treatment of Hzemor- 
rhagic Diseases (La roentgenterapia nelle malattie 
a sindrome emorragica). Radiol. med., 1932, xix, 
773, 889. 


Bistolfi first describes the general physiopatholog- 
ical characteristics of diseases with a hemorrhagic 
syndrome. He then considers the effects of the 
roentgen rays on the various hematic and vascular 
factors of hemorrhage and hemostasis, and in this 
connection reviews and compares the findings of 
various roentgenologists. He states that, on the 
whole, roentgen irradiation has a favorable effect on 
these factors. 

In the second part of the article, which is devoted 
almost exclusively to practical applications, Bistolfi 
analyzes the results reported in the literature and 
attempts to draw conclusions regarding the method 
of action of the roentgen rays on the pathogenic 
factors and the indications for their use in each 
condition. 

Of sixteen cases of hemophilia treated with the 
roentgen rays, the treatment failed in only one. In 
three cases treated by the author at the Institute of 
Radiology and Electrotherapy of the Royal Uni- 
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versity of Genoa there was marked impro\: 
but the patients have not been under obse: 
long enough for conclusions as to the end 
Bistolfi believes that in Werlhof’s disease 
maculosus, essential thrombopznia of Frank 
bopenic purpura of Schultz, purpura throm 
lytica of Kaznelson) roentgen irradiation is 
of consideration as an adjunct to surgery. |: 
of his cases in which splenectomy was cont: 
cated it gave good results. He has had no p 
experience with roentgen treatment in hem 
capillary toxicosis (Schoenlein’s disease, He: 
dominal purpura), but points out that the ; 
results have usually been unsatisfactory. | ido- 
hemophilia of the familial, sporadic type, roentgen 
therapy usually gives a good temporary result. In 
the symptomatic forms of hemorrhage ch as 
those associated with severe infections) few results 
have been obtained except in gynecological 
hemorrhage. 

For hemostasis in surgical operations, jr 
ative treatment of the spleen has been fou 
efficacious. 

In considering the treatment of each dis 
author discusses the details of the techniqui 
roentgen therapy. 

The article has an extensive bibliograph 

EuGENE T. Lep 
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Desjardins, A. U.: Radiotherapy harap 


Disease and Lymphosarcoma. rp 
1932, XCiX, 1231. 


In most cases of Hodgkin’s disease the use of rays 
of medium wave length is distinctly preferable. 
Lymphoid cells are so sensitive to irradiation that a 
moderate quantitative dose of rays generated at 135 
or 140 peak kilovolts and filtered throug! either 4 
or 6 mm. of aluminum according to whither the 
nodes irradiated are situated in the subcutancous tis- 
sues or the mediastinum or abdomen is su !icient to 
induce marked regression of the hyperplasia. Ex 
posure of many areas to rays of this qualiiy may be 
repeated several times without undue risk, especially 
if the exposures (courses of treatment) are separated 
by a period of months. : 

Roentgen-ray treatment may be given !y one o! 
two methods. The irradiation may be « ied to 
regions in which enlarged nodes can be pa!pated or 
may be somewhat more general at the outset and 
later restricted to regions in which fresh |ymphade- 
nopathy appears. The first method may be em- 
ployed in the cases of patients who live nearby and 
can readily consult the radiologist. Es under 
these circumstances, however, this method }s I 
ferior to the second because experience with —_ 

while 
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lymphoid hyperplasia may appear to be confined to 
the cervical, axillary, or inguinal nodes, or to two or 
all three of these groups, more careful investigation 
or the elapse of a short time often reveals that the 
mediastinal nodes, and sometimes the abdominal 
nodes also, are already involved or are becoming in- 
volved so quickly that little time could elapse be- 
tween the irradiations. 

The second method of treatment is preferable for 
the majority of patients who, presenting cervical and 
axillarv, cervical, axillary and mediastinal, or cer- 
vical, axillary, mediastinal, and inguinal lymphade- 
nopathy, may be presumed to have or actually have 
abdominal (mesenteric, retroperitoneal or para- 
aortic) involvement as well. It consists in irradiat- 
ing not only groups of nodes demonstrably affected, 
but also the mediastinal and para-aortic nodes, even 
when lymphoid hyperplasia in these regions cannot 
be recognized clinically or roentgenologically. In 
the average case such a course of treatment requires 
from six to ten or twelve days, depending upon the 
general condition of the patient and his ability to 
tolerate irradiation. A second course of similar 
treatment should be given three weeks after the 
termination of the first, and a third course four weeks 
after the termination of the second. Whether the 
third course should be as general as the first and 
second courses depends upon the extent of the dis- 
ease at the outset and the degree of retrogression 
which followed the first two courses of treatment. 

In the cases of women under thirty-eight or forty 
years of age exposure of the lower half of the abdo- 
men and the pelvis should be avoided at all times 
as it is associated with the risk of inducing an arti- 
ficial menopause which would only tend to compli- 
catejthe precarious situation. 





PHYSICOCHEMICAL METHODS IN SURGERY 147 


In the absence of actual or presumptive evidence 
of abdominal involvement the abdomen should be 
irradiated only through posterior, paravertebral 
fields as such irradiation is followed by a less severe 
systemic reaction than irradiation through the an- 
terior surface of the abdomen. 

When once the disease has been brought under 
control, that is, when once the enlarged lymph nodes 
have disappeared or retrogressed to the maximal 
degree, the patient should be instructed to return 
for examination at intervals of three months. The 
subsequent examinations should include roentgeno 
logical inspection of the thorax for involvement of 
the mediastinum. 

Unless leucopenia is extreme, it is not a contra 
indication to treatment. Indeed, unless the leuco 
cytes number less than 1,500 to the cubic millimeter 
of blood, leucopzenia is a peremptory indication. In 
this condition great caution must be exercised in 
arranging and administering the treatment. With 
proper irradiation the number of leucocytes in 
creases, the percentage of hamoglobin rises, and, if 
abnormally low, the number of erythrocytes also 
increases. 

Dyspnoea, however severe, need not interfere with 
the treatment. In fact, relief cannot be expected 
without treatment. However, in the presence of 
dyspnoea the treatment must be given in daily ses- 
sions sufficiently short to avoid a systemic reaction 
that would tax the patient’s strength. If the dysp- 
noea is related to hydrothorax, the fluid should be 
withdrawn by thoracentesis before the irradiation. 
The pleural cavity need not be completely drained, 
but a sufficient quantity of fluid should be removed 
to diminish the respiratory embarrassment appre 
ciably. 


MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Freedlander, S. O., and Lenhart, C. H.: Traumatic 
Shock. Arch. Surg., 1932, xxv, 693. 

The authors report experiments undertaken to 
determine the cause of traumatic shock. The theory 
that toxemia is responsible for traumatic shock 
lacks positive proof, being based on the presump- 
tive exclusion of other factors, especially hamor- 
rhage and the nervous system. The authors doubt 
that these factors were completely excluded in the 
experiments reported by Cannon and Bayliss. 
Parsons and Phemister and Blalock have produced 
evidence that the cause of traumatic shock is 
hemorrhage and fluid loss in the traumatized area. 

In experiments carried out by the authors on 
cats, 150 rapid blows with a wooden mallet on one 
posterior extremity produced a _ typical blood- 
pressure curve characterized by a rapid fall, a 
rapid partial recovery, a level latent period, and a 
slow decline with secondary shock. These experi- 
ments were controlled by others in which studies 
were made of the effect of denervation by section of 
the cord, the peripheral nerves, and the sympathetic 
chain; the production of rapid hemorrhage of simi- 
lar quantity to that accompanying the trauma; the 
inducticn of anesthesia; and the ligation of 
arteries. 

Hemoglobin determinations during the shock 
experiments always showed a definite dilution simi- 
lar to that following acute hemorrhage. The effects 
of trauma seemed to be more severe than those of 
acute hemorrhage only because the trauma was 
associated with greater fluid loss due to oedema. 
The authors conclude that local fluid loss and hemor- 
rhage are sufficient for the development of trau- 
matic shock. E. S. Pratt, M.D. 


Harkins, H.: 
Angina. 


Granulopznia and Agranulocytic 
J. Am. M. Ass., 1932, XCix, 1132. 


In 1922 Schultz reported six cases of fatal leuco- 
penia and granulopenia associated with necrotic 
pharyngitis. 

A modification of the Roberts and Kracke classi- 
fication of granulopenia is as follows: 

1. Primary granulopenia—agranulocytic angina. 

2. Secondary granulopenia due to: 


Chemical poisons. 

Irradiation. 

Sepsis. 

Blood diseases such as pernicious anemia, 
aleukemic leukemia, and aplastic ane- 
mia. 

Infections such as measles, mumps, ¢in- 
fluenza, typhoid fever, and malaria. 


a. 
b. 
c. 


d. 


It is possible that eventually all cases wi! 
sidered secondary. 

Thirty-six cases of recurrent granulopwi 
been reported. Few of the patients who w 
observation for a long time are now alive 
tient has had periodical attacks every three 
twenty years. In another patient the 
corresponded to a certain extent with the : 
periods. Cyclic variation of the leucocyt« 
noted in normal subjects as a daily variat 

In the last seven years seventeen cases 
lopenia have been treated at the University of Chi- 
cago Hospitals. Eight were classed as prin The 
others were secondary to sepsis, aplastic an «mia, in 
fluenza, irradiation, or arsphenamine. The histories 
of these cases are reported. 

Harkins believes that the oral lesions 
are secondary to the granulopinia as 
count is low before the lesions develop. Pr 
factors include tonsillectomy, dental extract 
other trauma to the mucous membrane. | 
be also some endogenic factor such as 
endocrine disturbance, or congenital detici: 
bone marrow. The presence of hypo-eosi! 
against allergy, but does not rule out a1 
Primary granulopenia is more commo! 
than in the young and in females than i) 
occurs most frequently in persons in the hi; 
of society and possibly also in persons 
bladder disease. 

Exogenic factors acting on normal perso 
sons with special susceptibility may be r 
Among the possibilities are the bacillus 
unknown organisms, and chemical po 
chief factor may be aplasia of the bon 
rather than a peripheral destruction oi 
cause of the disease acts chiefly on the bor 

Treatment with nucleotide seems to | 
benefit. Blood transfusion and roentge: 
are of no proved value. Oral antisepti: 
entrance of pathogenic bacteria. If sep: 
advanced, attempts to increase the whit: 
will not save the patient’s life. E.S. P 
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Petit-Dutaillis, D., Leibovicia, R., and | attes, A. 
Gangrenous Phlegmons of the Face o! Dental 
Origin (Les phlegmons gangrencu 1a¢ 
d’origine dentaire). Presse méd., Par., 

Although Ludwig’s angina has long recog: 
nized, gangrenous infections of the {: om the 
same cause are little known. The latter!:\ten star 
with little pain, progress rapidly, end 
septicemia in spite of radical treat The 
authors report two cases in which the « 

due to a dental infection. In both, opera! 

cedema and gangrene but no pus 
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patients died a few hours later. The other was 
“ured, (ias-gangrene serum, neosalvarsan, and blood 
transfusions were used as accessory treatment. A 
jmilar case reported in the literature is reviewed. 

In these three cases the point of origin was a sec- 
ond molar or wisdom tooth. When the infection 
starts in the upper jaw it rapidly extends externally, 
but when it arises in the mandibular area it is de- 
layed. {n the upper jaw the gangrenous infection 
ysually spreads along the alveolar borders of the 
bone and the gingival furrow and is at first intra- 
oral. At this stage the first operations are usually 
done. Jo invade the cheek, the infection has only 
to traverse the fibers of the buccinator which are 
inserted near the alveolar border of the bone. From 
ihis point it spreads into the masseter, the parotid, 
or even the submaxillary region and involves the 
face from eye to chin. This is the stage when most 
second operations are performed. 

Starting from the mandible, the infection seems 
to spread toward the temporal fossa or the neck 
as in Ludwig’s angina and shows little tendency to 
appear on the outside of the face. 

The early symptoms are interpreted by the pa- 
tient as toothache and may be attributed by the 
dentist or physician to a simple dento-alveolar peri- 
ostitis. When a tooth is extracted, gangrenous tissue 
is found beneath it and no trace of decay is dis- 
covered in the tooth itself. The rapid progress of 
the infection confirms the diagnosis of gangrenous 
phlegmon. High initial fever, severe pain, rapid 
spread of the oedema, and dilatation of the veins 
ire warning symptoms. Gaseous crepitation in the 
skin or an abnormal tension of the skin over the 
temporal region may be noted. 

he treatment is surgical. The cheek should be 
videly opened. Incisions inside the mouth as with 
a bistoury are dangerous and futile as they open 
more lymphatics or blood vessels and favor a ful- 
minating septicemia. Local and general anesthetics 
ire contra-indicated. The operations should be per- 
lormed with the cautery. The patients suffer very 
little as they are severely intoxicated by the infec- 
tion and anesthesia is induced by the pressure of 
the gas in the tissues. Two or three facial incisions 
should be made parallel with Stenson’s duct—one 
above the duct, one below it, and, if necessary, a 
third at the lower border of the mandible. At least 
one incision should open into the mouth cavity. 
in the intervening spaces punctures with the cautery 
re ol some value and drains may be passed through 
the various openings. 

In the temporal fossa this drainage is difficult 
account of the heavy temporal fascia. Therefore 
resection of the zygoma may be necessary. Anti- 
singrene and antistreptococcus serum should be 
given, KELLOGG SPEED, M.D. 
Macklin, M. 'T.: Is the Increase of Cancer Real or 

Apparent? Am. J. Cancer, 1932, Xvi, 1193. 

In 1oor the number of deaths from cancer per 


0,000 persons in all Canada was 46.8. In the next 


two decades it rose to 75, an increase of 62 per cent. 
Various arguments are put forward by those who do 
not admit a real increase. They state first that the 
age of death has been raised so that more people 
now live to the cancer age than formerly. In this 
connection they point to the great saving of the lives 
of infants by social and medical agencies. ‘Their 
second argument is that, as a result of improvement 
in diagnosis, a greater number of cases of cancer are 
being diagnosed today than formerly. According to 
their third argument, the increasing accuracy of 
vital statistics tends to increase the number of 
deaths attributed to cancer. A fourth argument 
which might be presented is that many more per- 
sons are attended by physicians today than in 1g9o1. 

In an investigation of the incidence of cancer in 
Canada during the period from 1gor to 1921, the 
author divided the population into the following 3 
age groups: (1) persons under forty, a group in which 
cancer is relatively unimportant; (2) persons be- 
tween forty and sixty, a group in which a sudden 
increase in the incidence of cancer occurs; and (3) 
persons of sixty years and over, a group in which 
cancer is even more important as a cause of death 
than in the second group. 

The cancer rate was calculated separately for 
these 3 groups on the basis of the number of cancer 
deaths in the group per 100,000 persons in that 
group. By such a division into groups it is possible 
to determine whether the increase in the cancer rate 
has merely kept pace with, or has exceeded, the in- 
crease in the population at the higher age levels. 

The average age at which cancer claims its vic- 
tims does not appear to be decreasing. While it is 
possible that the incidence of the condition below 
the age of sixty years might be higher than for- 
merly without a decrease in the average age inci- 
dence, this is seen not to be the case. There can be 
no doubt that cancer is increasing at a rate far in 
excess of the average increase in the population 
which is reaching the cancer age. 

Better diagnosis is undoubtedly an important fac 
tor causing the cancer rate to appear higher as the 
years go by, but it cannot be the sole cause as can- 
cers that could scarcely go undiagnosed even by the 
laity, such as cancers of the lip, have shown a tre- 
mendous increase. Better diagnosis and more ac- 
curate statistics, which would be very apt to affect 
equally the cancer rate in all 3 groups of the popu 
lation did not uniformly raise the cancer rate in the 
group under the age of forty years. This affords us 
an index as to the part played by better diagnosis 
and more accurate statistics in the 2 other groups. 
It seems fair to state that they undoubtedly play a 
role, but that it is not a major réle inasmuch as they 
did not increase the cancer rate in persons under 
forty years of age. 

Not only does preventive medicine bring more 
people to the cancer age, but it keeps them from 
dying of preventable causes after they arrive at that 
age. Accordingly it is inevitable that the death rate 
from diseases which are not preventable at present 
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will increase. The cancer rate might justifiably be 
used as an index of the state of preventive medicine 
and sanitation. It is the saving of lives after the 
cancer age that has been perhaps the greatest factor 
in the increase of deaths due to cancer. 

Cancer is increasing, and it is increasing particu- 
larly after the age of sixty. We have won more 
ground from the ravages of infectious disease than 
we have lost to those disorders which are dependent 
upon inherent qualities in the chemical and physical 
makeup of individuals. Cancer is increasing be- 
cause, as the result of preventive methods, a larger 
population grows old and, having grown old, is kept 
from dying of those ills from which it formerly 
suffered. With each increase in the warfare against 
preventable diseases there will be an increase in the 
ravages from cancer. With each victory there re- 
mains a greater population to die from that disease. 

While these conclusions are based upon the statis- 
tics of Canada, there is strong ground for the belief 
that they would be supported by a similar analysis 
of the statistics of any other country. It is true that 
there may be racial differences in immunity to can- 
cer, but the author concludes that, regardless of 
such differences, excellent public health measures 
and high cancer rates are inseparable, at least for 
the present. JosepH K. Narat, M.D. 


Broders, A. C.: Carcinoma in Situ Contrasted with 
Benign Penetrating Epithelium. J. Am. MV. 
ASS., 1932, XCiX, 1670. 

The entity called “carcinoma” or “cancer,” re- 
gardless of etiology, is a primary disease of epithelial 
cells. All other phases and sequel, although of 


great importance, are in reality of a secondary 
nature. 

Carcinoma in situ is a condition in which malig- 
nant epithelial cells and their progeny are found in or 
near positions occupied by their ancestors before the 


ancestors underwent malignant transformation. In 
adenocarcinoma in situ the malignant cells often 
completely replace the non-malignant cells in what 
were once normal acini, ducts, or tubules. 

The diagnosis of carcinoma in situ, as of carcinoma 
in general, is based chiefly on altered cellular charac- 
teristics in contradistinction to cellular situation. 
Carcinoma in situ may be of any type, such as 
squamous-cell carcinoma, basal-cell carcinoma, or 
adenocarcinoma; it may occur in any situation in 
which carcinomata arise; and it may be of any de- 
gree of malignancy. It is particularly noticeable in 
Paget’s disease of the breast and of the extramam- 
mary epidermis, a condition characterized micro- 
scopically by the presence of so-called Paget’s cells. 
Broders digresses here to consider briefly Paget’s 
disease. In Paget’s disease of the breast there is 
usually, but not always, an associated adenocarci- 
noma of the deeper portions. Paget’s carcinoma is 
observed in the epidermis of the nipple and areola 
and in advanced cases, may involve the periareolar 
epidermis for some distance. It also involves the 
lactiferous ducts of the nipple. 
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Other examples of carcinoma in situ are the 
secondary cytoplasia noted by MacCarty and the 
so-called precancerous dermatosis of Bowen. The 
condition may also be found associated with senile 
keratosis, arsenical keratosis, chemical derm: tosis. 
actinodermatitis, and xeroderma pigmentosu 

If, in a specimen obtained for biopsy, carcinoma iy 
situ is associated with infiltrating carcinoma, | here js 
little chance of missing the diagnosis of carcinoma. 

Benign penetrating epithelium is characterized by 
non-malignant hyperplasia that results from re- 
sponse to a stimulus. Benign penetrating epil helium 
is observed in healing wounds, chronic ulcers, re- 
gions of simple chronic inflammation, and eranu- 
lomatous conditions such as tuberculosis, s\philis, 
blastomycosis, and actinomycosis. It occurs also as 
the result of stimulation by various chemica! sub- 
stances. Some pathologists contend that epi! helium 
which has penetrated beyond the junction of the 
epithelium and connective tissue, or so-called base 
ment membrane, should be considered malignant. 
As a result of this misinterpretation the p:tient is 
subjected to unnecessary treatment. 

It seems pertinent to state that the day his passed 
when epithelium can be considered non-carcinoma 
tous or at most only precarcinomatous because it is 
within the confines of the so-called basemen! mem 
brane and carcinomatous because it has penetrated 
beyond this barrier. It is therefore imperative that 
the microscopist take into consideration the charac- 
ter of the epithelial cells above everything else in 
order to arrive at a correct diagnosis. 


Rosenstein, P., and Wolfsohn, G.: Conservatism in 
Surgery (Ueber den Konservativism in der 
Chirurgie). Therap. d. Gegenw., 1932, Ixxiii, 58 

The authors praise the efforts of the pri 
surgeon to return to the greater conservatism 
prevailed a few decades ago. Wolfsohn sho 
operations on the stomach, the biliary pussages, 
varices, and the adnexa are becoming more con 
servative because the reactions to them were too 
severe. On the other hand new fields of surgery have 

been opened up, as, for example, in the treatment ol 

injuries; in carcinoma, in which the operat've possi- 

bilities are being extended; in septic conditions; and 
in conditions requiring plastic procedures 

The good surgeon has a knowledge of 
ture and physiologicobiological function | 
tissues. Therefore, in order to avoid indu1 
is very sparing in the use of tampons a1 

He does not make large incisions or expose 

lengths of tendon; he does not tampon join! 

and he limits the use of tampons in the 

abdominal cavities as much as possible 

vaccine treatment yields many cures with«'\t opera: 
tion. Bier’s teachings regarding hyper: la and 
artificially produced congestion have ; revented 
many operations on tuberculous patients. | \1¢ open 
air cure and heliotherapy are also a part 01 (ie arma 
mentarium of the conservative surgeon. | he Gerson 
cure, which is still disputed, but is undow’ edly un 
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successful in lupus, has made it possible to avoid 
operation. Roentgen and radium irradiation treat- 
ment have likewise proved of value. Insulin has 
made possible the preservation of many limbs which 
previously would have been amputated. Wolfsohn 
discusses also chemotherapy and the autohemo- 
therapy of Laewen. In conclusion he states that the 
answer to the question whether operation should be 
performed or not depends upon the indications and 
especially upon the physician’s knowledge. 

The second part of the article is a discussion by 
Rosenstein. Rosenstein says that in cases of mas- 
titis he hardly ever finds it necessary to operate 
since he has been using chemotherapy. In more than 
300 cases he has succeeded in rendering the infected 
breast free from bacteria and preserving its function 
by injecting a % to 2 per cent solution of rivanol. 
The results of this treatment have been equally good 
in periprostatic abscess. In pleural empyema they 
have been less satisfactory, but in septic pyeloneph- 
ritis they have been good. In the latter condition, 
Rosenstein opens the abscess and injects rivanol as 
far as the kidney pelvis. He has been able to save 
many kidneys in this manner. Surgery for tuber- 
culosis, surgery of the extremities, and the treat- 
ments of Bier and Gerson are illustrated by case 
reports. In cases of varices, good results have been 
obtained by the use of injection treatment. Even in 
intestinal occlusion a conservative attitude may be 
advisable as the condition may be due to a transient 
spasm. The most severe disturbances of peristalsis 
may be controlled by the injection of nicotine into 
the coeliac ganglion. In ulcer of the stomach oper- 
ation should be performed only when it is definitely 
indicated, as by hemorrhage, obstinate colic, or the 
phenomena of stenosis. Removal of the ulcerous 
colon has been abandoned for temporary colostomy. 
Conservative treatment has been particularly suc- 
cessful in urology. It is now used in cases of kidney 
stone and hydronephrosis. Nephrotomy is seldom 
done. Rosenstein regards prostatectomy as a con- 
servative method of treatment as it removes only 
diseased tissue. VOGELER (Z). 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Mac Neal, W. J., and Frisbee, F. C.: Bacteriophage 
as a Therapeutic Agent in Staphylococcus 
Bacteremia. J. Am. M. Ass., 1932, xcix, 1150. 


It has been possible to produce a staphylococcus 
bacteriophage which is highly potent against a large 
majority of the staphylococci found in infections of 
the blood stream and to prepare this agent in a 
nearly protein-free asparagin culture medium. 

The asparagin medium is made by dissolving 3 
gm. of asparagin, 2 gm. of magnesium sulphate, 4.5 
gm. of sodium chloride, and 2 gm. of dipotassium 
hydrogen phosphate in a liter of distilled water. 
This mixture is brought to a boil and the hydrogen- 
‘on concentration then adjusted to 7.6 by adding 
sodium hydroxide. The medium is next autoclaved 


at a pressure of 15 lb. for fifteen minutes, and after 
being filtered and tubed is autoclaved a second time 
at a pressure of 15 lb. for thirty minutes. The final 
hydrogen-ion concentration should be from 7.0 to 


72. 

The use of the bacteriophage by external applica- 
tion, subcutaneous injection, and, above all, in- 
travenous injection in a series of fifteen cases of 
staphylococcus bacteremia was followed by recov- 
ery in seven cases and death in eight. 

The treatment is not a simple procedure, and the 
course of the disease before recovery is quite pro- 
longed. 

Bacteriophage is a remedial agent which, when 
carefully and intelligently employed, may be ex- 
pected to assist somewhat in the treatment of staph- 
ylococcus bacteremia, a disease which must still be 
regarded as extremely grave. 

Howarp A. McKnicut, M.D. 


DUCTLESS GLANDS 


Leriche, R.: The Future and Significance of Sur- 
gery of the Parathyroids (L’avenir et la significa- 
tion de la chirurgie des parathyroides). Presse méd., 
Par., 1644, Xi, 1133. 

In reviewing the facts revealed by surgery of the 
parathyroids and discussing the future of this branch 
of surgery, Leriche reports four illustrative cases. 

The first case was that of a woman sixty years of 
age who sought treatment for a very painful sclero- 
derma of the feet and legs from which she had been 
suffering for twenty-three years. The calcium con- 
tent of the blood serum was 11.2 mgm. per 100 c.cm. 
After resection of the terminal segment of the right 
inferior thyroid artery with its branches and a small 
mass of tissue which appeared to be a parathyroid 
the symptoms were completely relieved and the 
calcium content of the blood serum fell to 7.8 mgm. 
per 100 c.cm. 

As it is known that functional suppression of one 
parathyroid in the presence of hypercalcemia is 
regularly followed by re-establishment of the normal 
calcium content of the blood, Leriche concludes from 
the results in this case that calcium equilibrium is 
necessary for normal circulation. The restoration of 
the warmth of the extremities was identical with 
that produced by sympathectomy. Leriche believes 
that this case proves a close relationship between the 
parathyroids, the calcium equilibrium, and the 
nutrition of the tissues. 

The second case reported was that of a man fifty- 
two years of age who had a violaceous keloid in the 
sternal region. This lesion had appeared spontane- 
ously three years previously and had recurred after 
excision. The calcium content of the blood was high. 
Immediately after removal of the right inferior 
parathyroid the keloid flattened out, became smaller, 
and changed its color, but in a few months it re- 
sumed its original aspect. 

As keloids have been shown to consist of young 
connective tissue, Leriche suggests that the retro 
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gression of the keloid in this case a few hours after 
reduction of the blood calcium by parathyroidectomy 
may indicate that under normal conditions a certain 
calcium equilibrium is necessary for the normal 
growth of connective tissue. 

The third case reported was that of a man of forty 
years who for eleven years had had a spinal ankylosis 
and great restriction of the movements of many 
peripheral joints. For several months he had been 
bedridden. The calcium content of the blood was 
12.7 mgm. per 100 c.cm. A few hours after removal 
of the right inferior parathyroid the pain in the 
joints ceased and the patient was able to sit up in 
bed. The next day he got up and walked a few 
steps. Ultimately all of the joints which were not 
fused anatomically regained motion. 

From the results in this case Leriche concludes 
that the subconscious sensibility in joints which 
governs movements and equilibrium is influenced by 
the calcium content of the blood, and that a normal 
calcium content is necessary for satisfactory function 
of the joints. 

The fourth case reported was that of a man 
twenty years of age who had had two fractures of the 


clavicle, one six years and the other three years. 


previously, and had recently developed a hemarthro- 
sis of the knee as the result of a fall. Roentgen 
examination of the knee unexpectedly revealed a 
large cavity in the lower end of the femur, and 
roentgen examination of other parts of the skeleton 
disclosed, in various bones, numerous spots of 
fibrocystic disease such as are found in von Reckling- 
hausen’s disease. The clavicles were normal. The 
calcium content of the blood was high. Para- 
thyroidectomy was done. On macroscopic examina- 
tion, the removed gland appeared normal. No 
adenoma of the parathyroids was discovered. 
Biopsy on the tibia confirmed the diagnosis of 
osteofibrosis. The operation was followed by im- 
provement in the patient’s general condition and 
color, but after four months there was no apparent 
change in the bone cavities except at the site of the 
biopsy, where recalcification had occurred. 

Leriche suggests that parathyroid hypertrophy in 
von Recklinghausen’s disease may be secondary to 
the mobilization of calcium. In support of this 
theory he cites Loewy’s observation that when dogs 
are deprived of their bile for a long time they become 
osteomalacic and the parathyroids are found 
hypertrophied at necropsy. 

The recalcification at the site of the biopsy is 
ascribed by Leriche to the local liberation of calcium 
when the bone was cut. 

The manner in which the parathormone acts is 
still unknown. The four cases reported by the 
author had as common factors hypercalcemia and a 
favorable reaction to parathyroidectomy. Leriche 
urges more study of the results of operation in 
clinical cases as the findings of experiments on 
animals are not always applicable to human beings. 

Leriche believes that all of the pathological effects 
of hyperparathyroidism are exerted on the con- 
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nective tissue and bones. While it is eviden: 
the parathormone acts as a liberator of fixed calcium 
the manner in which it so acts is still obscu: 
role of the circulation in decalcification is e: 
understood, but it is known that whenever th 
lation is increased in the region of a bone, t! 
undergoes rarefaction. Accordingly, bo‘ 
turbances of the parathyroids and disturb; 
the vasomotor system may cause rarefaction 
The depositing of excess calcium in some pai 
skeleton in cases of hyperparathyroidism ji 
sult of bone rarefaction in nearby areas. \ 

is always formed at the expense of old bo: 

The cases reported show also that the ci! 
reactions after parathyroidectomy are the 
those following sympathectomy. In cert: 
articular diseases with decalcification ther 
same periarticular pains, pain on moven 
functional impotence as in progressive pol 
all of which cease suddenly a few hours 
regional sympathectomy. The active h 
which follows all sympathectomies produc: 
types of arthritis the same effect as that pro 
parathyroidectomy in polyarthritis. The physio- 
logical phenomena seem to be of a similar character, 
These observations suggest that parathormone has 
a close relationship to the circulation and \ 
control. 

In conclusion Leriche says that the surg: 
parathyroids is a sort of physiological surgery of the 
connective tissues and its future is wel! worth 
investigation. KELLOGG Sp! 1.D 
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SURGICAL PATHOLOGY AND DIAGNOSIS 


Villaret, M., and Desoille, H.: Some Clinical 
Examples Showing the Value of Measurement 
of the Peripheral Venous Pressure in !iagnosis, 
Prognosis, and Treatment (Quelqu: emples 
cliniques montrant l’intérét général de |a 
zométrie au point de vue du diagnos! 
nostic, and de la thérapeutique). Pres 
1932, xl, 1477. 

The authors describe an instrument 
have devised for measuring the peripl 
pressure and the technique of its use. | 
peripheral venous pressure is about 13 « 
in man and 12 cm. of water in woman itself, 
the venous pressure, like the pulse coun 
extremely great significance, but in asso: 
the arterial pressure it constitutes a 
criterion of the return circulation. 

Cases showing the various conditio! 
measurement of the peripheral venous pri 
valuable clinical information are cited. 
pensated valve lesions do not cause an 
the peripheral venous pressure, but a 
pressure is one of the first signs, if not t! 
of failure of the myocardium. Venous h 
indicates insufficiency of the right « 
typical failure of the left heart someti 
without a rise in the venous pressure. © 
and irreducible asystole is preceded for 
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hy venous hypertension. Care should be taken in 
interpreting cyanosis and dyspnoea if they are not 
accompanied by venous hypertension as under such 
circumstances they may indicate lung lesions rather 
than failure of the right heart. 

Pressure on the superior vena cava caused by 
mediastinitis or adenopathy may be diagnosed by 
measuring the venous pressure in the arms. 

The authors report a case in which an aneurism of 
the aorta was diagnosed from a difference in the 
venous pressure in the right and left arms. Stetho- 
scopic examination had revealed no signs of aneur- 
ism. While the condition might have been disclosed 
by roentgen examination, it was much easier to 
determine the venous pressure at the bedside than 
to take the patient to a roentgen laboratory. 

Hypertension in the inferior vena cava is revealed 
by a rise occurring in the pressure in the saphenous 
veins while the pressure in the arm veins remains 
normal. This fact is of special importance because 
the clinical syndrome of hypertension in the inferior 
vena cava is less marked than that of pressure on the 
superior vena Cava. 

Determinations of the venous pressure are of 
value also in differentiating between essential varices 
and symptomatic varices resulting from pressure on 
the inferior vena cava. The latter are accompanied 
by localized venous hypertension, whereas true 
varices are accompanied by venous hypotension 
when the patient is lying down. 

Measurement of the venous pressure may show 
also the extent to which a collateral parietal circu- 
lation is functioning. 


Portal hypertension causes hypotension in the 
superior vena cava with hypertension in the inferior 
vena cava when the ascites begins to affect the latter 
vessel. In cirrhosis without a heart lesion the hypo- 
tension of the vena cava is manifested by a decrease 
in the peripheral venous pressure in the arm, which 
may become even more marked immediately after 
paracentesis. When a heart lesion is present there is 
venous hypertension in the arms. This permits the 
conclusion that the cirrhosis is a cardiac cirrhosis or 
that the ascites is due to a disturbance of the general 
return circulation, a conclusion which can be con- 
firmed by the results of general heart-tonic treat- 
ment. 

In mediastinitis from pressure on the superior 
vena cava or its branches the venous pressure in the 
arms is generally high. A comparison between the 
figures for the upper and lower limbs will show 
whether the hypertension is caused by a purely 
mechanical stasis or whether there is also a deficiency 
of the right auricle. In the presence of a deficiency 
of the right auricle the venous pressure in the legs is 
also raised. 

In pericarditis the venous pressure is not changed 
if the myocardium is not affected. The authors re 
port a case in which roentgen examination suggested 
dilatation of the heart, but as such a diagnosis was 
contra-indicated by venous hypotension, a diag- 
nosis of dry pericarditis was made. This diagnosis 
was confirmed by the results of novarsenobenzol 
treatment, which would have been contra-indicated 
in dilatation of the heart. 

Aubrey Goss Morgan, M.D. 





BIBLIOGRAPHY oe CURRENT LITERATURE 


Notre—TuHE Botp FAcE 


ISSUE ON WHICH AN ABSTRACT OF THE ARTICLE 


THE 


SURGERY OF 


Head 


Cholesteatoma originating in the skull bones and causing 
symptoms of intracranial pressure. B. J. ALPERS and R. 
Harrow. Am. J. Surg., 1932, xviii, 51. 

Two cases of cavernous hemangioma of the skull. M. 
DIKANSKY. Deutsche Ztschr. f. Chir., 1932, ccxxxvi, 
045. 

The visibility of the sinuses of the dura mater in encepha- 
lography. E. Moniz, A. ALves, and F. pe ALMEIDA. 
Presse méd., Par., 1932, xl, 1490. 

Sigmoid sinus thrombosis. R. Levy and H. I. 
California & West. Med., 1932, xxxvii, 233. 

Purulent thrombosis of both cavernous sinuses following 
furuncle of the eyebrows. Death. I. Horer. Monatsschr. 
f. Ohrenh., 1932, Ixvi, 722. 

Bilateral facial paralysis with parotitis which presented 
symptoms of infectious polyradiculoneuritis. L. J. Nem 
LICHER, W. W. TsCHERNIKOW, and S. J. SOLOMONOWA. 
Deutsche Ztschr. f. Nervenh., 1932, cxxv, 292. 

Mixed tumor of the parotid gland. T. CALZoLart. 
clin., Rome, 1932, xxxix, sez. chir. 531. 

Mixed tumors of the parotid gland; a study of fifteen 
cases. A. S. JACKSON. Wisconsin M. J., 1932, xxxi, 696. 

Temporal mandibular ankylosis. Drscoutres and 
Pont. Lyon chir., 1932, xxix, 600. 

Fractures of the upper jaw at the Zurich Surgical Clinic, 
from 1896 to 1930. O. SUESSTRUNK. Schweiz. Monatsschr. 
f. Zahnheilk., 1932, xlii, 451. 

Splints in the treatment of complicated fractures of the 
upper jaw. H. WunrRMANN. Schweiz. med. Wchnschr., 
1932, li, 767. 

The permanent sequela of fractures of the jaw. K. 
EICHMANN. 1931: Leipzig, Dissertation. 

Osteomyelitis of the jaw. H. WuHRMANN. 
Monatsschr. f. Zahnheilk., 1932, xlii, 277. 

Tuberculosis of the upper jaw. J. E. JONSGAR. 
Rev., 1932, xlix, 306. 

The development of cysts of the jaw following trauma. 
F. Srerts. 1931: Kiel, Dissertation. 

Tumors of the jaw, from cases at the Bonn Clinic during 
the years 1910 to 1931. W. Marx. 10932: Bonn, Disser- 
tation. 

Osteoplastic 
SCHROEDER. 1931: 


LAFF. 


Poli- 


Schweiz. 


Med. 


replacement of lower jaw defects. P. 


Kiel, Dissertation. 


Eye 


Advances in ophthalmology. A. N. Lemorne. J. Mis- 
souri State M. Ass., 1932, Xxix, 454. 

The monocular movements. A. DUANE. 
1932, Vili, 530. 

Industrial eye injuries and compensation claims arising 
therefrom. E. S. SHERMAN. J. Med. Soc. New Jersey, 


1932, XXix, 701. 


Arch. Ophth., 


FIGURES IN BRACKETS AT THE 
REFERRED TO May BE 


RIGHT OF A REFERENCE INDICATE THE 


FOUND. 


HEAD AND NECK 


Contusion of the eyeball with delayed intra-o 
orrhage. F. C. Corpres and W. D. Horni 
Ophth., 1932, xv, 942. 

Two cases of indelible pencil injury to t! 
Ro.ett. Klin. Monatsbl. f. Augenh., 1932, Ixx 

Report of a case of cyclic oculomotor paral) 
H. MAK vAN WaAay. Nederl. Tijdschr. v. Gen 
Pp. 2352. 

A case of chronic progressive ophthalmople; 
A. JuHASz-SCHAEFFER. Klin. Monatsbl. f. Au 
Ixxxix, 59. 

Roentgen diagnosis of the skull in diseases of 1 
associated organs. R. THIEL. 1932 
Dietary deficiency and ocular disease. | 

Arch. Ophth., 1932, viii, 580. 

Clinical and therapeutic study of pulsating 
mos. Loos and F. J. IRsIGLEr. Deutscl 
Chir., 1932, CCXXXVi, 318. 

The germicidal effect of ultraviolet rays on 
herpes; experimental studies. T. GuNpbrERs 
Ophth., 1932, vill, 519. 

Intra-ocular cyeinencns. R. T. BRANBERG! 
Tijdschr. v. Geneesk., 1932, p. 2035. 

Cysticercus of the eye in Roumania. 
med., 1932, xiii, 19r. 

Tuberculosis of the eyes. E. 
xl, 215. 

Experimental studies and clinical experienc: 
Besredka antivirus in ophthalmology. H 
Arch. f. Ophth., 1932, cxxviii, 447. 

Primary glaucoma management. 
nois M. J., 1932, Ixii, 300. 

Glaucoma therapy and the vegetative ner) 
A. Linxsz. Orvosképzés, 1932, xxii, 300. 

Serum proteins and glaucoma. A. C. Kr\ 
& Clin. Med., 1932, xviii, 1. 

The surgical treatment of chronic glau 
Fratwo. Ztschr. f. Augenh., 1931, Ixxvi, 05 
340. 

Iridencleisis cum iridotomia meridionali as | 
for acute and chronic primary glaucoma. 5. 
ophthalm., 1932, x, 2, I1. 

Vertical limbal or oblique extralimbal inci 
cleisis in glaucoma; the efliciency of iridect 
1884. S. Hotta. Arch. Ophth., 1932, viii. 

Results of glaucoma operations. S. LO 
ophthalm., 1932, x, 77, I. 

Ultraviolet et in ophthalmology. H. k 
Am. J. Ophth., 1932, xv, 925 

The Machek ope ration for ptosis. S.R.G 
Ophth., 1932, viii, 495. 

The etiology of trachoma. 
1932, CXXvili, 381. 

The ope rative — nt of trachomatous | 
method of Denig. B. Prnes. Klin. oczna, ! 


D. Micu 


BLESSIG. Eesti 


M. Goup! 


Roettu. .\1 


154 


Paci 


Berlin, Sp 


Neder 


\cta 


riden 


\cta 
89 
)RETH 


(rch 


Ophth 





BIBLIOGRAPHY OF CURRENT 


Angi streaks. Pseudoxanthoma elasticum.  E. 
GROENB 1932: Copenhagen, Levin & Munksgaard. 

Carcinoma sebaceum. A. HAGEDOORN. Nederl. Tijdschr. 
y. Geneesk., 1932, P. 2034. 

Tumor of the orbit which proved to be a gumma upon 
istological examination. A. MustA. Ztschr. f. Augenh., 
1932, IXXVill, 41. 

Metastatic carcinoma of the orbit. D. Micuaru. Brit. 
J. Ophth., 1932, Xvi, 537: . a 89 

Orbital anesthesia. K. Apry. Klin. Monatsbl. f. 
\ugenh.. 1032, Ixxxviii, 651. 

Experiences with dacryocystoscopy in connection with 
rhinoston B. PettAtuy. Orvosi hetil., 1932, p. 233. 

The treatment of chronic dacryocystitis. M. LAuTER- 
stern. Ztschr. f. Augenh., 1932, Ixxvii, 353. 

Indications for, and methods of, operation for purulent 
lacryocystitis. Z. LENART. Orvosi hetil., 1932, p. 571. 

Primary post-traumatic conjunctival tuberculosis. P. 
Vinca. Clujul med., 1932, xili, 205. 

Development of the human cornea. B. Rones. Arch. 
(phth., 1932, viii, 568. 

[he development and regeneration of the cornea. E. 
lorror. Ztschr. f. Anat., 1932, xcviii, 97. 

\ cyst of the iris loose in the anterior chamber. J. B. 
Lewis. Med. J. Australia, 1932, ii, 454. 

Iris inclusion operation in the eye of the rabbit; a histo- 
logical study. KE. B. SPAETH. Arch. Ophth., 1932, viii, 550. 

The fitting of contact glasses. R. VON DER Heypt. Am. 
J. Ophth., 1932, xv, 946. 

The transmissive properties of tinted lenses. 
Coptentz. Am. J. Ophth., 1932, xv, 932. 

Lenticonus posterior. E. J. MArsH. J. Med. Soc. New 
Jersey, 1932, Xxix, 769. 

Incipient cataract. M. H. Post. J. Missouri State M. 
\ss., 1932, XXIX, 450. 

Radiational cataract. J. E. LEBENSOHN. Am. J. Ophth., 
1932, XV, 053. 

I'he modern intracapsular operation for senile cataract. 
G. J. GNANADICKAM. Indian M. Gaz., 1932, Ixvii, 550. 

Statistics of cataract extraction; extracts from the 

licial records of the India office. H. Smitru. Arch. Ophth., 

32, Vili, 595. 

Studies of the fundus in general disease. J. L. PAvia. 
Rev. oto-neuro-oftalmol. y de cirug. neurol., 1932, vii, 377. 
lay’s “guttate choroiditis.”” IE. CLARKE. Proc. Roy. 
. Med., Lond., 1932, xxv, 1720. 

Nelineation of the retinal perivascular region in a living 
man eye. J. N. Evans. Arch. Ophth., 1932, viii, 576. 
Chromoretinography. J. L. Pavia. Rev. oto-neuro- 
italmol. y de cirug. neurol., 1932, vii, 330. 
rhe clinical significance of fields of vision. L. LEHRFELD. 
Pennsylvania M. J., 1932, xxxvi, 22. 

\bnormal retinal correspondence; its importance in the 
‘reatment and prognosis of concomitant squint. T. a’B. 
'RAVERS. Australian & New Zealand J. Surg., 1932, ii, 145. 
_ The réle of the lens in the development of retinal tears. 
'. VON Csapopy. Klin. Monatsbl. f. Augenh., 1932, Ixxxviii, 


W. W. 


\ 


Retinal detachment associated with proliferative changes 

. retinal pigment epithelium simulating neoplasm. E. P. 
\c ~ okTH and V. L. Jones. J. Missouri State M. Ass., 1932, 
8 XIX, 443 


VRETH 


, idies of the temperature of galvanocautery in carrying 
it Gonin’s operation. M. BAuRMANN. Arch. f. Ophth., 
Arch 32, CXXVili, 503. 

horloretinitis juxtapapillaris (Jensen): first histological 
phth., port. S \BRAHAM. Arch. Ophth., 1932, viii, 503. 

| heanatomical relation of the sphenoid sinus to Dorello’s 

5 abducens paralysis. K. M. Houser. Arch. Oto- 
yngol., 1932, xvi, 488. 


by the 


LITERATURE 


Optic neuritis and optic atrophy due to thallium poison 
ing following the prolonged use of Koremlu cream. G. H. 
Stine. Am. J. Ophth., 1932, xv, 940. 

Retrobulbar neuritis and the endocrine 


system. O. 
Tues. Arch. f. Ophth., 1932, cxxviii, 664. 


Ear 

The value of hematology to the otologist. 
Laryngoscope, 1932, xlii, 754. 

Auditory acuity in hypercholesteremia. N. 
Laryngoscope, 1932, xlii, 741. 

Pain referred to the ear. IE. WATSON-WILLIAMS. 
Roy. Soc. Med., Lond., 1932, xxv, 1753. 

Methods of caring for the discharging ear. D. 
FARLAN. Pennsylvania M. J., 1932, Xxxvi, 20. 

Otitis, its dangers and the technique of its treatment. 
I. THEvoz. Rev. méd. de la Suisse Rom., 1932, lii, 585. 

The report of a case showing interesting internal ear 
symptoms associated with hemorrhagic external otitis. 
W. 1. Daccetr. J. Laryngol. & Otol., 1932, xlvii, 682. 

A brief consideration of complications of purulent otitis. 
L. M. Hussy. Med. J. & Rec., 1932, cxxxvi, 330. 

Leprosy of the ear, nose, and throat; observations on 
more than 200 cases in Hawaii. F. J. PINKertTON. Arch. 
Otolaryngol., 1932, xvi, 460. 

Acoustic reflexes on the muscles of the middle ear. R. 
LORENTE DE No. Laryngoscope, 1932, xlii, 8or. 

Otitis media in the newborn. A. Kotz. Rev. oto 
neuro-oftalmol. y de cirug. neurol., 1932, vii, 325. 

Otitis media in the newborn. A. HAuTanr. 
neuro-oftalmol. y de cirug. neurol., 1932, vii, 373. 

The treatment of otitis media in infancy. Y. FRANCHINI 
and P. R. Cervint. Semana méd., 1932, xxxix, 680. 

Gradenigo’s syndrome, with a case report. K. Hutcut 
son. J. Laryngol. & Otol., 1932, xlvii, 670. 

Labyrinthitis, a complication of middle ear suppuration; 
clinical and pathological study. A. L. Turner and J. S. 
FRASER. J. Laryngol. & Otol., 1932, xlvii, 657. 

Diffuse suppurative labyrinthitis with early symptoms of 
meningitis; operation; recovery. D. A. P. MACALISTER. 
Brit. M. J., 1932, i, 712. 

The treatment of otitis leptomeningitis. A plea for in 
vestigations in two directions. I. Kubie’s theory of forced 
drainage. II. Direct surgical drainage. P. D. Kerrison. 
Ann. Otol., Rhinol. & Laryngol., 1932, xli, 651 {90} 

The use of caloric nystagmus elicited by weak stimuli 
and its partial phenomena in otoneurological diagnostics. 
T. GERMAN. Laryngoscope, 1932, xlii, 788. 

The prognostic value of streptococcic subculture in affee 
tions of the ear. L. G. HapjoupouLos. 
1932, xlii, 771. 

Recent advances in the application of biochemistry to 
otology. KE. A. Fisnperc. Laryngoscope, xlii, 
700. 

Klectrocoagulation in the practice of otolaryngology. 
G. K. SHAMBAUGH, W. J. YONKER, and C. L. DouGuerry. 
Surg. Clin. North Am., 1932, xii, 1157. 


THALER. 
Proc. 


Mac 


Rev. oto 


Laryngoscope, 


1932, 


Nose and Sinuses 


Clinical problems of rhinology. G. E. 
Arch. Otolaryngol., 1932, xvi, 544. 

Some nasal deformities and their correction. 
GER. Arch. Otolaryngol., 1932, xvi, 510. 

The use of the dermal graft in the repair of small saddle 
defects of the nose. C. R. StrRAATSMA. Arch. Otolaryngol., 
1932, Xvi, 5006. 

A leech in the nasal cavity. H. NARAsiMHAIAH. Indian 
M. Gaz., 1932, Ixvii, 572. 


SHAMBAUGH. 


S. SALIN 





156 


Persistent and profuse nasal hemorrhage checked by 
radium. J.C. ScaL. Med. J. & Rec., 1932, cxxxvi, 336. 

Allergy in relation to vasomotor rhinitis. L. Turt. 
Pennsylvania M. J., 1932, xxxvi, 30. 

The significance of blood cholesterol in atrophic rhinitis. 
A. WACHSBERGER. Laryngoscope, 1932, xlii, 749. 

Newer methods of treatment of rhinitis. E. Gras. Wien. 
klin. Wehnschr., 1932, i, 692. 

The treatment of inflamed mucosa of the nose. H. Hays. 
Med. J. & Rec., 1932, Cxxxvi, 333. 

Applications of carbolic acid to the nasal mucosa in hay 
fever. G. F. CHANDLER. Med. J. & Rec., 1932, Cxxxvi, 337. 

The genesis of nasal polypi. G. S. WILLIAMSON. J. 
Laryngol. & Otol., 1932, xlvii, 667. 

A case of giant-cell tumor of the septum nasi. 
WiepER. Laryngoscope, 1932, xlii, 786. 

New instruments for submucous resection of the nasal 
septum. F. V. GammaGe. Arch. Otolaryngol., 1932, xvi, 


H. S. 


73- 

The formation of new tissue and the development of 
mucosa in the nasal accessory sinuses, and a comparison 
with similar processes in the middle ear. M. ScHWARz. 
Ztschr. f. Laryngol., Rhinol., 1932, xxii, 459. 

A new method of treating suppurative disease of the 
nasal sinuses by the use of warm medicated vapor contain- 
ing nascent iodine. W. A. WELLS. Laryngoscope, 1932, 
xlii, 779. 

Ethmosphenoidal cells with agenesis of the sphenoidal 
sinus. P. P. RiccLe. Arch. Otolaryngol., 1932, xvi, 532. 

Complications following puncture of the maxillary 
sinuses. R. ZEmLER. Monatsschr. f. Ohrenh., 1932, lxvi, 
577: 

Mouth 


The repair of cleft palate; with notes on the administra- 
tion of anaesthetics. A. MITCHELL and J. R. MACKENzIr. 
Brit. J. Surg., 1932, xx, 214. [91] 

Buccal carcinoma. D. E. C. Mexir. Am. J. Cancer, 
1932, XVi, 971. [91 

The radiological treatment of malignant tumors of the 
mouth. E. Berven. Nord. med. Tidskr., 1932, p. 251. 

Surgery of the mouth and jaw. G. AXHAUSEN. 1932: 
Leipzig, Thieme. 

The etiology of dental caries. M. MELLANBy. Brit. M. 
J., 1932, ii, 740. 

The etiology of dental caries. E. W. Fisa. Brit. M. J., 
1932, li, 747. 

Fatal, acute dental infections. L. M6czar. Ztschr. f. 
Stomatol., 1932, xxx, 651. 

Modification of the Halle-Ernst cleft-palate procedure. 
SCHMIDHUBER. Deutsche zahnaerztl. Wehnschr., 1932, 
XXXV, 475. 

Primary actinomycosis of the tongue, with a report of 
two cases. O. J. CAMERON. J. Am. M. Ass., 1932, xcix, 
1146. 

Carcinoma of the mouth and tongue. J. FRASER. Ann. 
Surg., 1932, xcvi, 488. [91] 

Sublingual phlegmon or Ludwig’s angina; its medical 
treatment. L. G. Gret. Semana méd., 1932, Xxxix, 741. 


Pharynx 


Unilateral adductor paralysis; report of a case. S. N. 
ParKINSON. Arch. Otolaryngol., 1932, xvi, 570. 

Complications following angina. W. Hesse. Med. 
Klin., 1932, ii, gig. 

The operative treatment of postanginal septic pyemia. 
G. Horer. Monatsschr. f. Ohrenh., 1932, Ixvi, 587. 

Acute retropharyngeal abscess. N. ASHERSON. Lancet, 
1932, CCXxili, 732. 


INTERNATIONAL ABSTRACT OF SURGERY 


The relation of diphtheria carriers and mastoid 
to the tonsils and adenoids. R. G. Brown. J. La: 
Otol., 1932, xlvii, 673. 

Hemorrhage due to erosion in peritonsillar a! 
N. Sapowski. Monatsschr. f. Ohrenh., 1932, Ix\ 
Incision or tonsillectomy? A contribution on 
ment of peritonsillar abscesses. A. Linck 
Ohren-, Nasen-, u. Kehlkopfh., 1932, cxxxi, 310 

The treatment of tonsillar abscess. J. D. .\ 
mana méd., 1932, xxxix, 687. 

The mechanism of action of bacteriophage in 
ment of tonsillar abscess. D. Comsresco, |. Ty 
M.S. Popesco. Presse méd., Par., 1932, xl, 135 

Electrocoagulation of the tonsils. J. M. Poi 
State J. M., 1932, xxviii, 399. 

Electrocoagulation of the tonsils. F. B 
Northwest Med., 1932, xxxi, 470. 

A few tonsillectomy hints. A. H. Norton. \ 
Med., 1932, Xxxi, 475. 

The effect of tonsillectomy and adenoidecto 
reaction of the Schick test (diphtheria immunit 
Bicter. Am. J. Dis. Child., 1932, xliv, 728. 


Neck 

My operation for scar tissue ankylosis of th 
tenoid joints. A. Rérat. Monatsschr. f. Ohr 
Ixvi, 613. 

Deep phlegmon of the neck. A. Kreck 
med. Wchnschr., 1932, ii, 1068. 

The value of basal-metabolic-rate estimati 
general practitioner. W. J. DEADMAN and A. \M 
West. J. Surg., Obst. & Gynec., 1932, xl, 553 

The problem of the thyroid gland and the m 
iodine. A. SCHITTENHELM. Deutsche med. Wehns 
i, 803. 

The past and the possible future of diseases 
roid gland. C. H. Mayo. West. J. Surg., Obst 
1932, xl, 523. 

Studies on thyroid medication. I. Sonx 
determining the hematopoietic effects. R. ( 
and E. M. JELLINEK. Endocrinology, 1932, xvi 

Lateral aberrant thyroid; report of acase. I. | 
West. J. Surg., Obst. & Gynec., 1932, xl, 56 

Tuberculosis of the thyroid gland. F. W. k 
A. S. GRAHAM. Ann. Surg., 1932, xvi, 625 

Syphilis and thyroid disease, with specia! 1 
hyperthyroidism. E. W. NETHERTON. Am. | 
1932, XVi, 479. 

Iodine-resistant hyperthyroidism. Kk. Bb. ! 
W. R. Morris. West. J. Surg., Obst. & Gyn 


544. 

Hypothyroidism in otolaryngology. Bb. 
Monatsschr. f. Ohrenh., 1932, Ixvi, 387. 

The relationship of thyroid disease to c! 
specific arthritis. W. S. Duncan. J. Am. \ 
XCiX, 1239. 

Suppurating thyroiditis. G. Gruntr. Poli 
1932, XXXix, Sez. prat. 1468. 


Lingual goiter. E. F. ZreGetmMaAn. Arch. ‘ 
1932, Xvi, 496. 

Is endemic goiter of infectious origin’ 1! 
Bruxelles-méd., 1932, xii, 1186. 

The treatment of thyroid intoxication. \! 
West Virginia M. J., 1932, xxviii, 452. 

Undulant fever complicating toxic goiter. © 
and F. E. KrEepeEv. Surg. Clin. North Am., 1 

The nervous manifestations of exophtha 
different stages in the disease. W. O. THoM 
crinology, 1932, xvi, 487. 





BIBLIOGRAPHY OF CURRENT LITERATURE 


sive exophthalmos following thyroidectomy. H. 

GER. West. J. Surg., Obst. & Gynec., 1932, xl, 

Exo] 
THOM 
1453 


Bast 


salmic goiter in Boston and in Chicago. W. O. 
and J. H. Means. J. Am. M. Ass., 1932, xcix, 
w's disease. H. Raum. Ergebn. d. Chir., 1932, 
xxv, 504 
Clink 
qoiter 
Ztscht 


rhe 


and experimental studies on the problem of 
| Basedow’s disease. E. SCHNEIDER. Deutsche 
Chir., 1932, CCXXxVvi, 391. 
art and vascular system in Basedow’s disease, and 
hyperiunction of the thyroid gland. H. W. Banst. Zen- 
tralbl. f. innere Med., 1932, p. 522. 

The use of animal blood in the treatment of disease, with 
narticular reference to Basedow’s disease. A. Brrr. Med. 
Welt, 1032, P- 697. 

The indications for operation and the value of surgical 
treatment in Basedow’s disease. PARCELIER. J. de méd. 
le Bordeaux, 1932, Cix, 607. 

One-piece resection of the thyroid gland. J. J. A. Mc- 
Mutun. U. S. Nav. M. Bull., 1932, xxx, 511. 

Parathyroidism. M. BALiin. Ann. Surg., 1932, xcvi, 


Q. 
+ 


SURGERY OF THE 


Brain and Its Coverings; Cranial Nerves 


Fractures of the skull. S. O. Brack. Internat. J. Med. 
& Surg., 1932, xlv, 446. 

Head injuries. H. H. Ritter. New York State J. M., 
)32, XXXil, 1176. 

Head injuries and some of their complications. G. 
Horrax. Am. J. Surg., 1932, xviii, 1. 

Craniocerebral injuries. D. H. WerpdEN. California & 
West. Med., 1932, xxxvii, 226. 

Decompressive atlanto-occipital trephination for endo- 
ranial trauma. E. Opy. Bruxelles-méd., 1932, xii, 1162 

Valvular decompressive trephination. M. BorcHARDT. 
Chirurg., 1932, iv, 656. 

The association between the vestibular nucleus and the 
midbrain and twixtbrain; studies based on experimental 
juries. J. G. WairAKEeR and L. ALEXANDER. J. Psychol. 

Neurol., 1932, xliv, 253. 

The sensory cortical area; an experimental anatomical 
uvestigation. E. C, Miicu. Arch. Neurol. & Psychiat., 
)32, XXVIM, O71. 

Electrobiological manifestations in the cortex. M. H. 
lischer. Arch. f. d. ges. Physiol., 1932, ccxxx, 161. 

_ Disturbances of sleep in lesions of the mesencephalon. 
E. JACARELLI. Policlin., Rome, 1932, xxxix, sez. med. 452. 

Hydrocephalus. The diagnosis, treatment, and patho- 
gical change in two unusual cases. W. McK. Cratc. 
West. J. Surg., Obst. & Gynec., 1932, xl, 562. 
Hydro-encephalocele occipitalis, spina bifida with co- 
‘inated vertebral deformities. Esau. Arch. f. klin 
Mr., 1932, CIxxi, 445. 

Inflammatory disease of the central nervous system; the 
»-called non-suppurative encephalitis and encephalomy- 


lus. J. H. Gropus. Arch. Neurol. & Psychiat., 1932, 
‘Vili, 8ro, 


( 


Cerebellar abscess. A. VERBRUGGHEN. 
‘orth Am., 1932, xii, 1287. 
: Leit frontal lobe abscess. G. H. PATTERSON. Am. I. 
., 1932, xvili, 88, 

lhe pathology and treatment of otogenic brain abscesses. 
| RREPUSKA, 1932: Budapest, Univ.-Presse. 


Surg. Clin. 


157 


Injury to the larynx by external blunt force, with a fatal 
result. O. MAUTHNER. Monatsschr. f. Ohrenh., 1932, Ixvi, 
400. 
The treatment of stenosis of the larynx and trachea 
O. MAYER. Monatsschr. f. Ohrenh., 1932, Ixvi, 055 

Diverticula of the larynx. K. S. CHouke. Arch. Oto 
laryngol., 1932, xvi, 538. 

The treatment of voice disturbances in a case of uni 
lateral recurrent nerve paralysis. FROESCHELS. Wien. med. 
Wcehnschr., 1932, i, 804. 

Blood studies in pulmonary and laryngeal tuberculosis. 
A. BRUEGGEMANN and C. Arotp. Ztschr. f. Hals-, 
Nasen-, u. Ohrenheilk., 1932, xxx, 487. 

The diagnosis and treatment of laryngeal tuberculosis. 
F. R. SpENcER. Illinois M. J., 1932, xii, 316 

A case of multiple carcinoma of the larynx. O. HONCAmpP. 
Arch. f. klin. Chir., 1932, clxxi, 438. 

The treatment of carcinoma of the larynx. FE. 
SER. Schweiz. med. Wchnschr., 1932, i, 539. 

The management of the biopsy in laryngeal cases. A. 
PLaut. Laryngoscope, 1932, xlii, 764. 

Disturbances of the larynx following intralaryngeal 
biopsies. H. ScHArFer. Ztschr. f. Laryngol., Rhinol., 
1932, XXxii, 270. 


GALLUS- 


NERVOUS SYSTEM 


A study of the traumatic etiology of tumors of the central 
nervous system and its membranes. R. BENEKE. Ergebn. 
d. allg. Path. u. path. Anat., 1932, xxvi, 893. 

Kehrer’s sign and symptom of brain tumor. R. BRENN- 
SCHEIDT. Deutsche med. Wchnschr., 1932, ii, 1124. 

Meningioma of the sella turcica. E. Marx. Nederl. 
Tijdschr. v. Geneesk., 1932, p. 2050. 

The various uses of electrosurgery in the treatment of 
brain tumors. E. SAcus. South. M. J., 1932, xxv, 1013. 

Surgery of brain tumors. W. CApELLE. Deutsche 
Ztschr. f. Chir., 1932, ccxxxvi, 585. 

Histological studies in meningitis. G. B. Hassrn. Arch. 
Neurol. & Psychiat., 1932, xxvili, 780. 
Staphylococcus aureus meningitis; 
cific bacteriophage. R. A. ScHLEss. 

1932, xliv, 813. 

A suprasellar meningioma. A. C. 
Australia, 1932, ii, 484. 

Trigeminal neuralgia. REINMOELLER. 
Fortbild., 1932, xxix, 286. 

Trigeminal neuralgia associated with multiple sclerosis. 
A. VERBRUGGHEN. Surg. Clin. North Am., 1932, xii, 1281. 

The treatment of trigeminal neuralgia by the cerebellar 
route. W. E. DaNnpy. Ann. Surg., 1932, xcvi, 787. [95] 

Ocular manifestations of lesions of the fifth nerve. R. F. 
Moore. Brit. M. J., 1932, ii, 783. [95] 

Ocular manifestations of lesions of the fifth nerve. C. 
M. H. Howe Lt. Brit. M. J., 1932, ii, 786. [95] 

Trigeminal nevus and hemangioma of the meninges. 
R. W. B. Exuis. Proc. Roy. Soc. Med., Lond., 1932, xxv, 


treatment with spe- 
Am. J. Dis. Child., 
TeLFER. Med. J. 


Ztschr. f. 


aerztl. 


A characteristic sign in facial nerve paralysis. M. Dan 
zER. J. Am. M. Ass., 1932, xcix, 1416. 


Advances in neurological surgery. 
England J. Med., 1932, ccvii, 664. 
5 s ? oO 


T. J. Putnam. New 


Spinal Cord and Its Coverings 


Necrosis of the spinal cord produced by electrical in- 
juries. O. R. LANGwortuy. Bull. Johns Hopkins Hosp., 
Balt., 1932, li, 210. 





158 


Acute myelitis (myelomalacia): syndrome of occlusion 
of the anterior spinal artery at the fifth cervical cord seg 
ment. W. F. SCHALLER, A. M. Roberts, and E. F. 
STADTHERR. J. Am. M. Ass., 1932, xcix, 1572 |96| 

Syringomyelia. J. J. Wetis. U.S. Nav. M. Bull., 1932, 
XXX, 525. 

The surgical treatment of syringomyelia. 
BAUD. Presse méd., Par., 1932, xl, 1406. 

A new method of decompression and evacuation of a 
syringomyelic cavity by puncture at its inferior pole. 
Bipolar puncture of the syringomyelic cavity. J. VITEK. 
Presse méd., Par., 1932, xl, 1507. 

Justification of the Elsberg-Puusepp operation for 
syringomyelia. A. Borcwarp. Arch. f. klin. Chir., 1932, 
clxx, 94. 

Paravertebral echinococcus cyst with rupture into the 
spinal column. A. Bonaccorsi. Ann. ital. di chir., 1932, 
xi, 504. 

Blood-vessel tumors of the spinal canal. 

Surg. Clin. North Am., 1932, xii, 1323. 

Chordotomy. E. OLpBerc. Surg. Clin. North Am., 

1932, Xl, 1315. 


R. ARCHAM- 


P. C. Bucy. 


> 


Peripheral Nerves 

Peripheral nerve injuries. Tenth installment. L. J. 
Po.tiock and L. Davis. Am. J. Surg., 1932, xviii, 151. [96] 

Surgical treatment of peripheral nerve injuries. A. 
BERNTSEN. Ugesk. f. Leger, 1932, p. 550. 

Traumatic lesions of the brachial plexus and their treat- 
ment. H. L. Rocuer and G. LEBourco. Bordeaux chir., 
1932, No. 4, 405. 

Alcoholization of the peripheral motor nerves of the legs 
in spastic paralysis of childhood. R. R. Fitcu. J. Bone & 
Joint Surg., 1932, xiv, 805. 

The role of the peripheral nerves in trophic ulcerous proc 
esses of the lower extremities. 5. FEpoRoyv. Nov. chir. 
Arch., 1931, XXili, 610. 


SURGERY OF 


Chest Wall and Breast 


Plastic repair of pendulous breasts. J. W. MALINIAK. 
Med. J. & Rec., 1932, exxxvi, 312. 

The influence of the sexual cycle on breast lesions. H. 
INGLEBY. Lancet, 1932, CCxxili, 835. 

Primary tuberculosis of the breast. L. E. 
Am. J. Surg., 1932, Xviii, 97. 

The etiology of breast cancer. C. 
BotToMLEy. Lancet, 1932, Ccxxili, 776. 
Radium in cancer of the breast. 

Zealand M. J., 1932, XXXi, 311. 


MAHONEY. 


C. Twort and A. C. 
[98] 


BATCHELOR. New 


Trachea, Lungs, and Pleura 


Distribution of the pulmonary and bronchial circulation. 
C. F. Horine and C. G. WARNER. J. Thoracic Surg., 1932, 
ii, 80. 

Sounding of the heart in angioneumography. J. ESTELLA. 
Arch. Fac. de med. de Zaragoza, 1932, 1, 339. 

The pulmonary cavity and its control. E. 
J. Michigan State M. Soc., 1932, xxxi, 621. 

The pathology and treatment of diseases of the larynx, 
trachea, and bronchi. M. Hajek. 1932: Leipzig, 
Kabitzsch. 

The development of opaque pneumothorax and pneu- 
mothorax with paradoxical image. G. ToRELLI. Radiol. 
med., 1932, XiX, 990. 


A. EVANS. 


INTERNATIONAL ABSTRACT OF SURGERY 


Methods of approach to the radial nerve 
and E. PoLtosson. Rev. de chir., Par., 1932, li 

Neurotomy of the obturator nerve at its or 
lumbo-iliac region by the subperitoneal ilia 
BoNNET. Lyon chir., 1932, xxix, 558. 

The success and failure of the Foerster and St 
tions for Little’s disease. A. STAHMER. 1931: 
tation. 


Sympathetic Nerves 


Observations on sympathetic vasomotor pat 
W. OuGHTERSON, S. C. Harvey, and H. G. Rici 
Surg., 1932, xCvi, 744. 

Do sympathetic nerves transmit painful i: 
BROWDER. Am. J. Surg., 1932, xviii, roo. 

Surgery of the sympathetic nervous syst: 
Mayo. Ann. Surg., 1932, xcvi, 481. 

The present position of sympathectomy. E. | 
Lancet, 1932, CCxxiii, 771. 


Miscellaneous 


L. COLLEDGE. 


53: 
I 


Referred pain. Proc. Roy 
Lond., 1932, Xxv, 1 

Visceral pain. L. Davis, L. J. Potiock 
Stone. Surg., Gynec. & Obst., 1932, lv, 418 

The relation of filtrable viruses to diseases « 
system. T. M. Rivers. Arch. Neurol. & Ps) 
XXViil, 757. 

The pathogenesis of the changes in the 
fluid in meningitis. F. Fremont-SmirnH. Arc! 
Psychiat., 1932, xxviii, 778. 

Nevoneurofibromatosis. R. Ligutwoop 
Soc. Med., Lond., 1932, xxv, 1738. 

The work of a neurosurgical clinic. J. | 
Glasgow M. J., 1932, cxvili, 137. 


, 


» 


\ 


THE CHEST 


A new conception of the pathogenesis 0! 
pneumothorax as a complication of tube) 
Atvira. Clin. y lab., 1932, xvii, 496. 

The surgical aspects of pulmonary tube: 
Kins. New Zealand M. J., 1932, xxxi, 315 

The surgical treatment of pulmonary tu! 
von LOBMAYER. Wien. med. Wehnschr., 1: 

The result of collapse therapy in an Indi 
W. A. Asport and H. A. Burns. J.-Lancet 

Artificial pneumothorax. H. pre Cari 
Lancet, 1932, CCxxili, 726. 

Artificial pneumothorax. V. S. 
Jounson. Lancet, 1932, ccxxili, 787. 
Pneumothorax; treatment by means of 
tion. V. L. Conen. Am. J. Dis. Child., 10 
Artificial pneumothorax in pulmonary 
O. Mista. Bruxelles-méd., 1932, xii, 135 

Surgical emphysema complicating art 
thorax. H. Setpy. Brit. M. J., 1932, il, 7 

Artificial pneumothorax apparatus. Bi! 
Zealand M. J., 1932, xxxi, 341. 

Phrenicectomy and artificial pneumot! 
LIEN. Clin. y lab., 1932, xvii, 93. 

Chronic, active, essentially unilateral p 
culosis—phrenico-exeresis. C. A. HEpBL‘ 
Haze. Surg. Clin. North Am., 1932, xi, 

Chronic, active, far-advanced, essent 
pulmonary tuberculosis. Complete arr 


Hops 


Ki 


\RMONT 


vperten 


losis 


ulosis 


843 


anatoriu 


Vl 


( 


32, lil, 61 


Woopco 


ind R 


tinuous 


xliv, So 


culosis 


pneun 


SHAW 


\ 


1 


s 





osis. 4 
S43. 
atoriul 
. iii, f 


ODEO 


uous § 
iv, 80 
losis 


pneun 


BIBLIOGRAPHY OF 


during the period of observation by phrenico-exeresis. 
CA. HepBiom and W. Van Haze. Surg. Clin. North 
\m :2, xii, 1141. 

Pwo dangers and complications of oleothorax. J. N 
Haves J. Thoracic Surg., 1932, ti, 34. 

Phoracoplasty in the treatment of pulmonary tubercu 
losis. 1. Bute. Verhandl. d. 7 Konf. internat. Ver. igg 
Tbk., 1932, p. QI. 198} 

Serb's anomaly of the first rib complicating thoraco 
plasty. G. E1cHELTER. Deutsche Ztschr. f. Chir., 1932, 
CCXXXV1, 707. 

The mechanism of the development of tuberculous 
pneumonia following thoracoplasty. H. A. McCorpock 
and H. BALLON. J. Thoracic Surg., 1932, ii, 24 

The description of a re brace. 
xver. |. Thoracic Surg., 1932, il, 99. 

Experime ntal contribution on ‘unpuii e disease of the 

ZAGARESE. Arch. ital. di 


W. Woop 


lung of brone hoge nic origin. F. 
chir., 1932, XxXxii, 317. 

The general indications for bronchoscopic treatment of 
bronchopulmonary suppurations. TERRACOL. Arch. méd.- 
chir. de 'appar. respir., 1932, vii, 193. [98] 

Recurrent acute localized respiratory tract infection pre- 
senting a typical syndrome of pulmonary abscess, but with 
out abscess formation. C. A. Hepspiom and W. VAN 
HazeL. Surg. Clin. North Am., 1932, xii, 1153. 

Abscesses of the lung; their treatment. A. GAMBETTA. 
Semana méd., 1932, XXXiX, 403. 

The effect of pulmonary artery ligation on the healing 
time of experimental pyogenic lung abscesses in dogs. 
W.M. Turtie and G. L. Nicoiy. J. Thoracic Surg., 1932, 
ii, 60. 

Chronic pulmonary abscess of the right upper lobe of un- 
certain etiology, with residual bronchial fistule following 
thoracotomy for drainage. C. A. HepBLom and W. VAN 
Hazen. Surg. Clin. North Am., 1932, xii, 1140. 

The treatment of lung abscess by bronchoscopic drain- 
age. H. L. KEARNEY. South. M. J., 1932, xxv, 1019. 

\cute post-tonsillectomy pulmonary abscess of the right 
upper lobe. Complete cure in eight weeks after two-stage 
thoracoplasty drainage operation. A. HepBLom and 
W. Van Hazec. Surg. Clin. North Am., 1932, xii, 1145. 

The diagnosis of hydatid cyst of the lung. J. AzNAR 
Moutna. Clin. y lab., 1932, xvii, 77. 

Differential diagnosis between hydatid cyst of the lung 
ind tuberculosis. V. MANUEL. Clin. y lab., 1932, xvii, 200. 

Six cases of hydatid cyst of the lung. A. Navarro 
Blasco, Clin. y lab., 1932, xvii, 109. 

\ case of multiple pulmonary echinococcus cysts. J. 
CALVO MELENDRO. Clin. y lab., 1932, xvii, 73. 

Hydatid cysts of the lung opening into the bronchi and 
treated by artificial pneumothorax. L. Lopez BuERA. 
Clin. y lab., 1932, xvii, 103. 

Intrathoracic new growths and the value of bronchos- 
copy in diagnosis and treatment. DAvipson. Brit. 
M. J., 1932, ii, 617. [99] 

Endothelioma of the upper air passages. I. ZourAn. 
Orvosi hetil., 1932, p. 556. 

Superior pulmonary sulcus tumor. H. K. Pancoasr. 
J. Am. M. Ass., 1932, xcix, 1301. [99| 

Benign fibroma of the lung. R. B. Bertman. Surg. Clin. 

North Am., 1932, xii, 1271. 

Rounded opacities of the lung contributing to the study 

| primary cancer of the lung. J. VERNIEUWE and P. 
Re NIERS. Bruxelles-méd., 1932, xii, 1386. 

Primary bronchoge ‘nic carcinoma. S. C. SEAL. 

Gaz., 1932, Ixvii, 553: 

Pulmonary “metastatic malignancy, with an - sis of 

radiological { indings in seventy-one cases. R. G. GILEs. 

Texas State J. ML, 1932, XXVili, 414. 


Indian 


CURRENT 


LITERATURE 159 


Cancer of the lung in the miners of Jachymov (Joachim 
stal). A. PrRCHAN and H. Sikt. Am. J. Cancer, 1932, xvi, 
O81. (99| 

The oxygen tent in postbronchoscopic care of children 
V. K. Harr and S. W. Davis. Arch. Otolaryngol., 1932, 
Xvi, 520. 

Extensive partial plastic operation on the upper lobe 
without the danger of aspiration. ReHN. Ztschr. f. aerztl. 
Fortbild., 1932, xxix, 285. 

The indications and limits of pleuroscopy. C. A. Picurt 
and W. FROEHLICH. Presse méd., Par., 1932, xl, 1404. 

The treatment of purulent pleurisy. R. GRecorre. Bol. 
inst. de clin. quir., 1931, vii, 476. 

Bilateral staphylococcus empyema. G. M. Curtis and 
H.S. Bowman. Surg. Clin. North Am., 1932, xii, 1221. 

Acute empyema with bronchial fistula treated by closed 
drainage and plastic for residual cavity. C. A. HepBiom 
and W. VAN Hazev. Surg. Clin. North Am., 1932, xii, 1155. 

Aspiration in the treatment of empyema in children, with 
a critical evaluation based on ninety-four cases. EF. * 
McENery and J. BRENNEMANN. Am. J. Dis. Child., 1932, 
xliv, 742. {100} 

Rupture of pleural empyema including the bronchial 
tree. W. DosrzANntreckI. Schweiz. med. Wehnschr., 1932 
1, 501. 


Heart and Pericardium 


Cardiac injury. G. NAcy. Orvosi hetil., 1932, p. 658. 

Injury to the heart muscles by tangential gunshot 
wounds. R. Stern. Monatsschr. f. Unfallheilk., 1932, 
XXXiX, 411. 

The surgical treatment of mitral stenosis. An experi 
rental study. J. H. Powers. Arch. Surg., 1932, xxv, 
555: [100| 

luberculosis of the myocardium. A. Capper and H. L. 
Stewart. Am. J. Dis. Child., 1932, xliv, 798 

Metastatic carcinoma of the heart secondary to primary 
carcinoma of the lung. C. H. Mean. J. Thoracic Surg., 
1932, ii, 87. {100} 

Surgery of the cardiac nerves. R. Lericue and R. 
FONTAINE. J. de chir., 1932, xl, 508. 

Suppurative pericarditis. I. M. Minter. Surg. Clin. 
North Am., 1932, xii, 1275. 


(sophagus and Mediastinum 


The pathological anatomy of foreign bodies in the 
cesophagus. A. ENKELMANN. 1931: Kiel, Disserti ition. 

Diverticulum of the cesophagus. G. A. Eckrerr. U.S. 
Nav. M. Bull., 1932, xxx, 483. 

An experimental study of the technique -, _gastro- 
cesophageoplasty. FE. MicHaLtowski. Zentralbl. f. Chir., 
1932, p. 1682. 

The differential diagnosis of primary neoplasms of the 
mediastinum. C. D. HAAGENSEN. Am. J. Cancer, 1932, 
XVi, 723. {101| 

I:xperimental fixation of the mediastinum. M. Brerck. 
J. Thoracic Surg., 1932, ii, 44. 

Mediastinotomy for experiments on the heart and lungs 
in the dog. C. F. Hortne. J. Thoracic Surg., 
Thymoma; exploratory thoracotomy. R. 

Surg. Clin. North Am., 1932, xii, 1265. 


1932, ii, 77> 
BETTMAN. 


Miscellaneous 


A case of gunshot wound of the thorax. 
y lab., 1932, xvii, 129. 

The effects of complete occlusion of the thoracic aorta; 
an experimental study. A BLatock. J. Thoracic Surg., 
1932, li, 60. 


M. INiGco. Clin. 





INTERNATIONAL ABSTRACT OF SURGERY 


SURGERY OF ‘THE ABDOMEN 


Abdominal Wall and Peritoneum 


Hernia in the infant; with a report of thirty-one cases. 
W. J. Blevins. Surg., Gynec. & Obst., 1932, lv, 505. 

Postoperative hernia. R. W. McNEALy and M. E. 
LICHTENSTEIN. Am. J. Surg., 1932, xviii, go. [102] 

Anatomical studies of the hernial sac and its clinical sig- 
nificance. FE. Serrert. Arch. f. klin. Chir., 1932, clxxi, 217. 

The etiology of femoral hernia. L. W. Tascue. Arch. 
Surg., 1932, XXV, 749. [102] 

Strangulated hernia through the foramen of Winslow. 
W. B. Russ. Texas State J. M., 1932, xxviii, 384. 

The repair of herniz with fascial sutures. K. E. Smmry. 
West. J. Surg., Obst. & Gynec., 1932, xl, 573. 

Herniotomy in children. H. NrEsseN. Med. Welt, 1932, 
p. 581. 

The technique of inguinal herniotomy. 
Zentralbl. f. Chir., 1932, p. 1666. 

Closing very large hernial openings. W. 
Ann. Surg., 1932, xCvi, 551. 

The first and only report of a spontaneous and visible 
rupture of ascaris through the umbilicus in an adult. A. 
PossELT. Schweiz. med. Wchnschr., 1932, ii, 661. 

Abdominal incisions and their closure. A. D. BEVAN. 
Ann. Surg., 1932, xvi, 555. [103] 

Rheumatic involvement of the peritoneum. F. A. 
CARMICHAEL. J. Kansas M. Soc., 1932, xxxiil, 363. 

Gas peritonitis. A. ANGERER. Zentralbl. f. Chir., 1932, 
p. 1155. 

Tense pneumoperitoneum or gaseous peritonitis? W. 
3ERGEMANN. Beitr. z. klin. Chir., 1932, clv, 597. 

Pneumococcal and streptococcal peritonitis. L. E. 
BARRINGTON-WARD. Brit. M. J., 1932, ii, 704. 

Peritonitis. Il. Synergism of bacteria commonly found 
in peritoneal exudates. F. L. MELENEy, J. O_pp, H. D. 
Harvey, and H. ZAytserr-JERN. Arch. Surg., 1932, xxv, 
709. [103] 

Gelatinous peritoneal exudates. J. BLanc. Clin. y lab., 
1932, XVii, 223. 

Embolism and thrombosis of the superior and inferior 
mesenteric vessels; report of a case. R. L. MACCORNACK. 
Wisconsin M. J., 1932, xxxi, 702. 

A study of mesenteric cysts. J. O. WARFIELD, JR. Ann. 
Surg., 1932, XCVi, 3209. [103] 

Mesenteric and omental cysts. FE. W. PeTerson. Ann. 
1932, XCVi, 340. [103] 

Pediculated fibrolipoma of the mesentery. G. PELLICCIA. 
Ann. ital. di chir., 1932, xi, 949. 

Torsion of a mesenteric lipoma. FE. CHEN. 1932: 
burg, Dissertation. 


L. DRUENER. 


E. GALLIE. 


Surg., 


Ham- 


Gastro-Intestinal Tract 


A case of foreign body in the digestive tract. F. J. 
LICEAGA. Semana méd., 1932, xxxix, 683. 

Mucoid carcinoma of the gastro-intestinal tract; so- 
called colloid cancer. T. S. Ratrorp. Surg., Gynec. & 
Obst., 1932, lv, 409. 

A review of gastro-intestinal surgery in 1931. M. A. 
McIver. New England J. Med., 1932, ccvii, 743. 

A roentgenographical study of the gastric mucosa. J. A. 
Pinos. Clin. y lab., 1932, xvii, 367. 

A roentgenological study of the gastric mucosa. E. 
ECHEVERRIA, Clin. y lab., 1932, xvii, 398. 

An open safety pin in the stomach. F. CHRISTOPHER. 
Surg. Clin. North Am., 1932, xii, 1242 


Hypertrophic pyloric stenosis in adults. M. ( 
Lancet, 1932, CCxxili, 892. 

Stenosis of the stomach due to congenital intra-a 
nal membranes and cords. C. GONTERMANN. Zent: 
Chir., 1932, p. 2102. 

The etiology of so-called idiopathic dilatatio 
cesophagus due to cardiospasm. M. ScHIEBER 
Przegl. radjol., 1931, vi, 433. 

Experimental studies in gastric physiology; a1 
tion of the réle of duodenal regurgitation in the « 
the gastric acidity in man (Boldyreff theory). | 
A. B. Katz, and E. M. Scutoss. Arch. Int. Med 
1, 605. 

Insufficiency and pyloric incontinence. M. 

Clin. y lab., 1932, xvii, 202. 

The clinical significance of achylia gastrica 
GINSBERG. J. Kansas M. Soc., 1932, xxxiii, 300. 

Intrinsic gastroduodenal lesions as causativ« 
hematemesis. A. B. Rivers and D. L. Witevi 
Int. Med., 1932, 1, 621. 

Acute gastritis in faucial diphtheria. A. Nyrii 
Vimtrup. Acta med. Scand., 1932, Ixxviii, 447 

Phlegmonous gastritis. W. L. Watson. Am. | 
1932, XViil, 113. 

The isolation of spirochta pallida from thi 
gastric syphilis. S. Harris, Jr., and H. J. Mo 
Am. M. Ass., 1932, xCix, 1405. 

A case of syphilis of the stomach. R. Sarasi 
ScIcLOUNOFF. Rev. méd. de la Suisse Rom., 19 

Surgical indications in gastric diseases. H. |i 
Wien. med. Wchnschr., 1932, i, 754. 

The pathogenesis of gastric ulcer. L. Duscue. | eutsch: 
Ztschr. f. Chir., 1932, CCxxxvi, 408. 

The etiology of gastric and duodenal ulcer; experimenta 
studies. W. B. MatrHews and L. R. Dracst! Surg 
Gynec. & Obst., 1932, lv, 265. | 

Postoperative peptic, gastric, and duodenal 
ZuUKSCHWERDT and T. Eck. Deutsche Ztschr. {. Chir 
1932, CCXXXVi, 424. 

The relation between postoperative ulcer and the pres 
ence of suture material in the stoma. P. VA.) Poli 
clin., Rome, 1932, xxxix, sez. chir. 571. 

Ulcer of the stomach. R. NAvrrro and Kk 
Semana méd., 1932, xxxix, 685. 

Chronic gastric ulcer in children; report of a: 
FosHEE. J. Am. M. Ass., 1932, xcix, 1330. 

Some of the problems associated with pepti: 
Jupp. New York State J. M., 1932, xxxii, 11 

Two cases of complicated ulcer of the stoma: 
G. CrrrtAn. Clin. y lab., 1932, xvii, 428. 

Gastroduodenal ulcer and hypotension. I. | 
Clin. y lab., 1932, xvii, 395. 

Perforation of a peptic gastrojejunal ulcer. |’ 
and E. Martin. Lyon chir., 1932, xxix, 577. 

The mortality of severe hemorrhage from p 
W. E. CutesMAN. Lancet, 1932, ccxxiii, 722 

The curability of gastroduodenal ulcer. 
Clin. y lab., 1932, xvii, 510. 

The management of peptic ulcer. T. k 
Med. Soc. New Jersey, 1932, xxix, 747. 

The treatment of gastric and duodenal ulce: 
THAL. Orvosképzés, 1932, xxii, 255. 

A new non-surgical treatment for gastric d 
L. W. Koun. Pennsylvania M. J., 1932, X* 

The surgical treatment of peptic ulcer. 1. | 
Internat. J. Med. & Surg., 1932, xlv, 454. 


ERTRANI 
ic ulcers 





PRRIA. 


TRAND 


ulcers 


BIBLIOGRAPHY OF CURRENT LITERATURE 161 


Surgical and medical treatment of gastroduodenal ulcer. 
p. V. CERNADAS. Semana méd., 1932, xxxix, 731. 

Gastrectomy as the treatment of election for acute per- 

foration of a gastroduodenal ulcer. V. SOLDEVILLA. Clin. 
y lab., 1932, XVii, 234. 
" Experiences with 150 operatively treated cases of per- 
forated gastric and duodenal ulcer. (Eighty primary resec- 
tions, seventy palliative operations.) E. KrEuTER. Zen- 
tralbl. f. Chir., 1932, p. 2017. 

\ large adenomatous polyp of the stomach. H. Mart- 
tart. Rev. méd. de la Suisse Rom., 1932, lii, 610. 

Polypous tumors of the stomach and small bowel. In- 
tussusception. J. KAArstAp. Norsk Mag. f. Laegevidensk., 
1932, XCill, 495. 

Myolibroma of the stomach. 
chir., Bucharest, 1932, Xxxv, 367. 

The earlier diagnosis of carcinoma of the stomach. J. F. 
Weir. J. lowa State M. Soc., 1932, xxii, 496. 

The diagnosis and early treatment of cancer of the stom- 
ach and intestines. F. GALLART. Clin. y lab., 1932, xvii, 
507. 

Carcinoma of the stomach; an analytical survey. G. 
Garewoop. Ann. Surg., 1932, xcvi, 588. 

Tubovalvular gastrostomy. M. Tuorek. Illinois M. J., 
1932, Ixii, 347. 

The motor and secretory function of the stomach follow- 
ing the Billroth I operation. FE. BEREsow and N. STERN. 
Deutsche Ztschr. f. Chir., 1932, ccxxxvi, 465. 

Gastrocolic fistulz following gastro-enterostomy. H-M. 
Hivricusen. Arch. f. klin. Chir., 1932, clxxi, 1409. 
Physostigmine, a peristaltic stimulant. P. F. 
and M. Ritvo. J. Am. M. Ass., 1932, xcix, 1329. 

X-ray diagnosis of acute intestinal obstruction without 
the use of contrast media. L. Ginzpurc. Ann. Surg., 1932, 
xcvi, 368. [105] 

Intestinal obstruction, paralytic. O. A. Smiru. U. S. 
Nav. M. Bull., 1932, xxx, 522. 

Mesenteric holes or rents as a cause of intestinal obstruc- 
tion; a case of special interest. S. J. TureL. Internat. J. 
Med. & Surg., 1932, xlv, 462. 

Diverticulitis and diverticulosis. J. F. ERpMANN. J. 
\m. M. Ass., 1932, XCiX, 1125. {106| 

Hydraulic vicious circle as it develops in the intestine. 
C. Van ZWALENBURG. Am. J. Surg., 1932, xviii, 104. [107] 

Two cases of mesenteric thrombosis, one of which was 

operated upon by simple exteriorization of the infarcted 
ws ¢ and the other by exteriorization, entero-enterostomy, 

ind late secondary intestinal resection. E. Stutz and R. 
fontarne. Bull. et mém. Soc. nat. de chir., 1932, lviii, 

10 


7| 


N. Nicotrescu. Rev. de 


BUTLER 


\ roentgenological study of the lowest loops of the small 


bowel. G. IMpromBato and A. Capua. Radiol. med., 1932 
XIX, 1113, 

\cute obstruction of the small intestine. B. T. Epye. 
\ustralian & New Zealand J. Surg., 1932, ii, 160. 

Paralytic traumatic ileus. K. M. ANDERSEN. Ugesk. f. 
Laeger, 1932, p. 173. 

Retroperitoneal haematoma as the cause of ileus. O. 
Dick-PeTERSEN. Hosp.-Tid., 1932, p. 767. 

Volvulus of the small bowel. BERTRAND and CLAVEL. 
Lyon chir., 1932, xxix, 621. 

hac sa ye study of intussusception. G. Mos- 
HETTA. Radiol. med., 1932, xix, 968. 

Intussus — in infants and older children. H. Horer. 
\hirurg , 604. 

‘A ute, recurre a intussusception in children. A. THORN- 

, Jx. New England J. Med., 1932, ccvii, 649. 

Sea w clinical contributions to the study of intestinal in- 
'ssusception in adults. G. Costa. Arch. ital. di chir., 
32, XXxii, 237. [108] 


+ 1932,1 


t 


Tuberculoma of the small intestine. L. Prcorinr. Ra- 
diol. med., 1932, xix, 1065. [108] 

Subcutaneous rupture of the duodenum as a sport in 
jury. G. STENBERG. Arch. f. klin. Chir., 1932, clxxi, 425. 

A clinical study and the treatment - megaduodenum. 
A. Beck. Zentralbl. f. Chir., 1932, p. 1730 

The surgical treatment of h: tl ic oe nal ulcer. 
D. C. BALFour. Ann. Surg., 1932, xCvi, 581. 

Closure of the duodenal stump in gastrectomy. 
ForGcuE. Rev. de chir., Par., 1932, li, 564. 

Mechanical occlusion of the jejunum by a food ball; case 
report. A. Pop. Zentralbl. f. Chir., 1932, p. 1675. 

Multiple diverticula of the jejunum; an anatomical and 
clinical study of this rare disease. A. Curist. Deutsche 
Ztschr. f. Chir., 1932, cCxxxvi, 560. 

Syphilis of the jejunum, with a case report. H. K. 
TuTtLe. Surg., Gynec. & Obst., 1932, lv, 518. 

Regional ileitis; a pathological and clinical entity. B. B 
Croan, L. GinzpurG, and G. D. Oprennetmer. J. Am. 
M. Ass., 1932, XCix, 1323. | 108) 

Acute obstruction due to torsion of a Meckel’s diverticu 
lum. V. SoLpEVILLA. Clin. y lab., 1932, xvii, 231. 

Severe tetany in a case of bowel obstruction due to 
Meckel’s diverticulum. N. ONAcA and E. Sarra. Zen 
tralbl. f. Chir., 1932, p. 198. 

An anomaly of the colon. G. E. 
CCXxill, 940. 

Regaining bowel function following operations on the 
colon. F. Kazpa. Zentralbl. f. Chir., 1932, p. 1923. 

Experimental studies of the anatomy and function of a 
loop of ileum grafted into the colon. L. RApicr. Ann. ital. 
di chir., 1932, xi, 847. 

Tuberculous hyperplasia of the large intestine (human 
tubercle bacillus). The report of a case with unusual fea- 
tures. J. ANDERSON and W. T. Munro. Brit. J. Surg., 
1932, XX, 331. 

Surgical treatment of tuberculosis of the large bowel. 
F. W. RANKIN and S. G. MAjor. Surg., Gynec. & Obst., 
1932, lv, 494. 

A discussion on urinary complications of diseases of the 
large intestine. H. Lett, C. A. R. Nitcu, J. P. Locknarr- 
Mummery, L. FE. C. Norsury, and others. Proc. Roy. 
Soc. Med., Lond., 1932, xxv, 1811. {109| 

Megacolon: evidence in favor of a neurogenic origin. 
W. A. D. Apamson and I. Arrp. Brit. J. Surg., 1932, xx, 
220. {110} 

The status of colostomy. D. Smitu. J. Am. M. Ass., 
1932, XCiX, 1129. 

False appendicitis. I. G 
Xvii, 22. 

The incorrect diagnosis of appendicitis. 
tralbl. f. Chir., 1932, p. 1174. 

Acute and chronic appendicitis from the standpoint of 
the internist. R. EHRMANN. Fortschr. d. Therap., 1932, 
viii, 289. 

Acute appendicitis; a brief criticism. F. W. 
Ann. Surg., 1932, xCvi, 530. 

Tetanus following acute appendicitis. W. 
Am. J. Surg., 1932, xviii, 99. 

The operative mortality of acute appendicitis. F. 
CHRISTOPHER and W. K. JENNINGS. Am. J. Surg., 1932, 
XViii, 16. {111] 

The pathogenesis and symptoms of chronic obliterative 
appendicitis. J.S. Horsvry and H. J. WARTHEN, JR. Ann. 
Surg., 1932, XCvi, 515. {111] 

The treatment of —_ ndicitis complicated by peritonitis. 

. M. SurpLey and H. A. BAttey. Ann. Surg., 1932, xcvi, 

537: 

Bangs’ disease and appendicitis (peritonitis). R 
Bitrrotrr. Zentralbl. f. Chir., 1932, p. 1858. 


SmitH. Lancet, 1932, 


Monf€s. Clin. y lab., 1932, 


HerRING. Zen 


BAILEY. 


KROGER. 





162 INTERNATIONAL 


The treatment of perforated appendicitis, with partic “23 
reference to the abdominal wall. E. Moen. Zentralbl. 
Chir., 1932, p. 1980. 

Operative treatment of acute appendicitis with perfora- 
tion. F. B. Gurp. Canadian M. Ass. J., 1932, xxvii, 360. 

Calcification and ossification of the appendix. A. 
Krisper. Arch. f. path. Anat., 1932, cclxxxv, 481. 


K. MERMINGAS. Zen- 


The incision for appendectomy. 


» P- 1747- 
TrxtER and BERTRAND. 


tralbl. f. Chir., 1932 

Six cases of sigmoiditis. 
chir., 1932, Xxix, 591. 

Carcinoma of the sigmoid and endometrioma in the pel- 
vic pouch and vaginal fornix. I. B. Jose and B.S. HANson. 
Med. J. Australia, 1932, li, 422. 

Exteriorization and obstructive resection of carcinoma 
of the sigmoid. W. D. HAGGarp. Surg., Gynec. & Obst., 
1932, lv, 501. 

Stenosis of the rectum. K. 

I., Dissertation. 

Fibromyoma of the 
Surg., 1932, xviii, 62 

Cancer of the rectum. 
Med., 1932, xxxvii, 223. 

Cancer of the rectum and sigmoid. C. L. 
Clin. North Am.; 1932, xii, 1291. 

A plea for perineal versus other excisions in rectosig- 
moidal cancer. S. G. GANT. West Virginia M. J., 1932, 
XXVili, 433. 

The end-results of perineal excision and of radium in the 
treatment of cancer of the rectum. W. B. GABRIEL. Brit. 
J. Surg., 1932, xx, 234. [111] 

A new method for making an artificial anus. J. L. 
Sprvack. Beitr. z. klin. Chir., 1932, clvi, 51. 


Lyon 


BARTHEL. 1931: Frankfurt 


rectum. H. D. Caytor. Am. J. 


D. Smitu. California & West. 


MArtTIN. Surg. 


Liver, Gall Bladder, Pancreas, and Spleen 
W. J. 


Diseases of the biliary tract; the medical aspect. 
Cranston. J. Med. Ass. Georgia, 1932, xxi, 400. 

Diseases of the biliary tract; the surgical aspect. R. L. 
Ruopes. J. Med. Ass. Georgia, 1932, xxi, 403. 

Ultimate results from operations on the biliary tract. 
E. S. Jupp and J. T. Priesttey. J. Am. M. Ass., 1932, 
xcix, 887. {112| 

The clinical use of hepatolienography. B. STANOJEvIC 
and D. Kapmon. Srpski Arch. Lekarst., 1932, xxxiv, 27 

A résumé of recent conclusions regarding liver function. 
H. J. Warracre. Northwest Med., 1932, xxxi, 480. 

A note on hepatic insufficiency. A. Harris. 
M. J., 1932, ii, 707. 

The participation of the liver in lesions of the extra- 
hepatic biliary tract. V. Petrinart. Arch. ital. di chir., 
1932, XXXii, 333 {112} 

New concepts of liver function; the report of a case of 
primary carcinoma of the gall bladder. I. MACKENzIE. 
J. Oklahoma State M. Ass., 1932, xxv, 441. 

The surgical treatment of undiagnosed cases of severe 
icterus. H. von HABERER. Med. Klin., 1932, i, 425. 

Anhydremia as a possible cause of death in liver autoly- 
sis. E. C. Mason and C. W. Lemon. Surg., Gynec. & 
Obst., 1932, lv, 427. 

Further observations on primary carcinoma of the liver 
in Chinese. Ms F. Stronc and H. H. Pitts. Ann. Int. 
Med., 1932, vi, 485. 
& holec vy amie: 

, xii, 1083. 
The interpretation of cholecystographic 
Bursson. Radiol. med., 1932, xix, 996. 


Brit. 


Surg. Clin. North Am., 
{112} 


reports. P. 


C. B. Rose. 
193 


The réle of the gall bladder in the secretion of biliary 
Presse méd., Par., 


cholesterin. M. Curray and J. Hesse. 
1932, xl, 1445. 


ABSTRACT OF 


SURGERY 


The disabled gall bladder. BROWN. 
1932, Ixii, 336. 
The medical aspect of gall-bladder disease. 
Appott. Surg. Clin. North Am., 1932, xii, 1071. 
The etiology of gall aneee. 
role of the gall bladder. 


and L. Hrpina. Arch. hy 


» 1932, XXV, 790. 


The mechanism of cholesterol gall-stone formatic 


Anprews, L. E. Dostat, M. Gorr, and L. Hrpix, 


Surg., 1932, xcvi, 615. 


Calcium a gall stones and their experi: 


alates: D. B. Puemister, L. Day, and A. B 
INGs. Ann. sai 1932, XCVi, 595. 

The surgical management of gall-stone diseas« 
Bevan. Surg. Clin. North Am., 1932, xii, 109s. 

The surgical treatment of gall-stone disease. 
RICHSEN. Muenchen. med. Wchnschr., 1932, ii, 

Late results of cholecystogastrostomy followin 
lithiasis. BERARD and MALLet-Guy. Lyon chi: 
xxix, 582. 

Carcinoma of the gall vege and bile duct 
Jupp and H. K. Gray. Surg., Gynec. & Obst., 
308. 

Non-traumatic perforation of the common hi 
C. F. VALE and H. SHaprro. Am. J. Surg., 1932, x 

A peculiar case of contracture of the ductus chok 
W. REINHARD. 1932: Munich i W., Dissertat 

The diagnosis of choledochus cysts. O. WIN 
Wien. med. Wchnschr., 1932, i, 638. 

Ligation of the common bile duct. G. R. Cami 
C. L. Oaktey. J. Path. & Bacteriol., 1932, xxxv, 

The effect of previous ligation of the commor 
— of the liver following partial hepatect 
G. Gay. J. Med. Ass. Georgia, 1932, xxi, 391. 

Experimental studies of anastomosis of the bi 
sages; ascending angiocholitis following divisioi 
sphincter of Oddi. MALLet-Guy and AvuGeEr. L) 
1932, Xxix, 629. 

Ascending angiocholitis following hepatic duode: 
Matiet-Guy. Lyon chir., 1932, xxix, 602. 

Pancreatoduodenal contusion; pancreatic fist 
G. Cotte. Lyon chir., 1932, xxix, 576. 

The bacterial and abacterial genesis of panc! 
eases. P. KACZANDER. Ergebn. f. innere Med 
639. 

Observations on glucose tolerance in cases 0! 
pancreatitis. E. Downie. Australian & New 7 
Surg., 1932, ii, 141. 

X-ray diagnosis in a case of pancreatic calcul 
GrauAm Hopcson. Brit. J. Radiol., 1932, v, 

\ discussion of pancreatic necrosis. J. D. \I 
B. B. Sparks. Canadian M. Ass. J., 1932, Xx\ 

Roentgenological visualization of the spleen 
for studying splenic function. W. Kornic and | 
Klin. Wchnschr., 1932, i, 552. 

Traumatic rupture of the pedicle of the sp 
TRAND and PALLUEL. Lyon chir., 1932, xxix, 

Spontaneous rupture of the normal spleen 
Beitr. z. klin. Chir., 1932, clvi, 97 

Ruptured spleen; two cases. F. 
Clin. North Am., 1932, xii, 1240. 

Differential diagnosis in a case of spleno 
GASBARRINI. Policlin., Rome, 1932, XXXix, Sez 

Primary chronic splenomegaly. Banti’s dis 
Frrep. New England J. Med., 1932) cevil, 5 

Cryptogenetic splenomegaly (Banti’s dis 
McInrosu. Chinese M. J., 1932, xlvi, 992. 

A fatal perisplenic _ complicated 
W. W. S. SHARPE and E. DARKE. J 
Med. Corps, Lond., 193 Mis, 204. 


Curistoi 


I. Chemical factors a: 
ANDREWS, R. SCHOENH! 


Illinois M 


alaria 


\rm\ 


\ 

























Surgery of the spleen. T. NAEGELI. Zentralbl. f. Chir., 
1932, P- 1335 [114] 

Indications for splenectomy. A. A. EcGGLreston. J. 
lowa State M. Soc., 1932, xxii, 486. 

Splencctomy in Felty’s syndrome. E. M. HANRAHAN, 
Jr., and S. R. MILter. J. Am. M. Ass., 1932, xcix, 1247. 
*~ Removal of the spleen. Lorp Moyninan of Leeds. Brit. 
M. J., 1032, il, 701. 

The indications for, and results of, removal of the spleen. 
Lorp Dawson of Penn. Brit. M. J., 1932, ii, 699. [115] 


Miscellaneous 


\bdominal syndromes of exceptional interest; their 
pathology. EK. H. GArrHER. South. M. J., 1932, xxv, 1005. 

Right sided abdominal pain. H. S. Stacy. Med. J. 
\ustralia, 1932, ti, 476. 

Thrombosis of the superior mesenteric vein following 
blunt injury to the abdomen. Kojerr. Zentralbl. f. Chir., 


1932, p. 19 es 


Uterus 


Studies on the uterine hormone. G. GUENTHER and F. 
Winkcer. Zentralbl. f. Gynaek., 1932, p. 1868. 
The nervous system of the uterus. A. RAMON. Clin. y 
b., 1932, XVil, 178. 
Rudimentary dystopic kidney with bicornuate uterus. 
SrorckEL. Ztschr. f. Geburtsh. u. Gynaek., 1932, cii, 396. 
\n improved method of operation for uterine malposi- 
tion. C. B. Sacuer. Am. J. Surg., 1932, xviii, 82. 
The operative treatment of massive prolapse in old 
women. J. Fapricrus. Zentralbl. f. Gynaek., 1932, p. 1816. 
Ihe selection of an appropriate operation for the cure of 
prolapse. RK. T. Frank. Am. J. Obst. & Gynec., 1932, 
XXIV, 574. 
The treatment of sterility due to anteflexion of the 
iterus. C. A. BREA. Bol. inst. de clin. quir., 1931, vii, 459. 
Cervicitis. E. M. Jerrreys. South. M. & S., 1932, xciv, 


as 


la 


47. 
Cervical and endocervical erosions. E. H. 
Texas State J. M., 1932, xxviii, 387. 
Adenomyoma of the uterus with tuberculous infection. 
1).M. Vaux. J. Obst. & Gynaec. Brit. Emp., 1932, xxxix, 
504. 
Clinical and pathological contribution on internal hem- 
trhagic adenomyosis of the uterus. M. Massazza. Folia 
Gynaecol., 1932, xxix, 159. 
The glycogen content of myomatous tumors of the 
terus. E. Perrowa, Zentralbl. f. Gynaek., 1932, p. 1045. 
The radium treatment of myoma and hemorrhagic 
metropathy. R. T. von JASCHKE. Strahlentherapie, 1932, 


MV, 235. 


BURSEY. 


\ new roentgen tube for insertion into body cavities in 
‘he treatment of tumors of the uterus. W. SCHAEFER and 
t. Witte. Strahlentherapie, 1932, xliv, 283. 

\ study of glycogen regulation in malignant tumors of 
‘ie uterus. R. BoLarrr. Arch. di ostet. e ginec., 1932, 
alt 345, 
The Intrequency of carcinoma of the cervix with com- 

“teprocidentia. D. GuTHrie and W. Bacue. Ann. Surg., 
2, XCVi, 700 





Leucoplakia of the cervix and carcinoma. G. HaseEL- 
ST Zts« hr. f. Geburtsh. u. Gynaek., 1932, ci, 622. 
ancer of the cervix; early diagnosis. J. Cartos. Clin. 
tD., 1932, xvii, 163. 


BIBLIOGRAPHY OF CURRENT LITERATURE 


GYNECOLOGY 


103 


Eventration of the diaphragm. R. S. Foster. Aus 
tralian & New Zealand J. Surg., 1932, ii, 200. 

Oesophageal orifice hernia. A. WAGNER. Acta radiol., 
1932, xiii, 466. 

Diaphragmatic hernia in the newborn. L 
Brit. M. J., 1932, il, 704. 

Left congenital diaphragmatic hernia in a baby of thir 
teen days, operated on successfully. P. N. CoryiLos and 
A. Tow. J. Thoracic Surg., 1932, ii, 56. 

A curious partial diaphragmatic hernia of the stomach. 
J. A. Perroccuat and J. Gutiérrez. Semana méd., 1932, 
XXXix, 585. 

Protrusion of the omentum through the anus. D. H. H. 
Coorer. Pennsylvania M. J., 1932, xxxvi, 40. 

The question of chylous cysts. K. EBHArpT. 
klin. Chir., 1932, clvi, 103. 

Ossification in a postoperative abdominal scar. FE. 
Pozzi and C. FERNICOLA. Semana méd., 1932, XXxix, 747 

General and special operative surgery; operations in the 
abdominal cavity. M. KirSCHNER. 1932: Berlin, Springer. 


. J. BARFORD. 








Beitr. z. 





Carcinomatous degeneration of the cervical stump. 
O. PrestINniI. Semana méd., 1932, Xxxix, 736. 

The relationship of the anterior lobe of the hypophysis 
to uterine carcinoma. J. HorsAver. Klin. Wehnschr., 
1932, li, 1298. 

The treatment of cancer of the cervix. 
Gynécologie, 1932, XXxi, 433. 

Newer results of irradiation for carcinoma of the uterus. 
F. Voitz. Radiol. Rdsch., 1932, i, 15. 

Bone diseases in women irradiated for carcinoma of 
the uterus. E. Putirpr. Strahlentherapie, 1932, xliv, 363. 

The technique of radium therapy for cancer of the cervix. 
J. L. Henrotay. Bruxelles-méd., 1932, xii, 1164. 

Primary morbidity and mortality following radium 
treatment of carcinoma of the cervix. R. Kesster and H 
Scumipt. Strahlentherapie, 1932, xliv, 340. 

Preliminary experiences in the treatment of carcinoma 
with the extremely hard roentgen rays. E. voN SCHUBERT. 
Strahlentherapie, 1932, xliv, 293. 

What is the success of the combined treatment (opera 
tion and irradiation) for cervical carcinoma? E. HoizBacu. 
Fortschr. d. Therap., 1932, viii, 353. 

The results of chordotomy for the relief of intractable 
pain due to carcinoma of the pelvic organs. F.C. Grant 
Am. J. Obst. & Gynec., 1932, xxiv, 620. 

The frequency of sarcoma of the uterus. G. UNBEHAUN. 
Klin. Wehnschr., 1932, ii, 1152. 

An unusual case of sarcoma of the uterus. H. OKKELS 
and F. THERKELSEN. Hosp.-Tid., 1932, p. 415. {116} 

Intra-uterine radium therapy as a conservative method 
of treatment. W. T. DANNREUTHER. Am. J. Obst. & 
Gynec., 1932, xxiv, 611. 

Total or subtotal abdominal hysterectomy. KE. ForGut 
Presse méd., Par., 1932, xl, 1461. 

Paresis and obstruction of the jejunum secondary to 
hysterectomy. E. H. ScHNEIDER. Am. J. Surg., 1932, 
XViil, 85. 


A. SIREDEY. 


Adnexal and Periuterine Conditions 

The diagnosis of sterility of tubal origin. 
Clin. y lab., 1932, xvii, 192. 

Twelve years’ experience with uterotubal insufflation; 

diagnostic and therapeutic. I. C. Rusin. Am. J. Obst. & 

Gynec., 1932, xxiv, 5601. {116} 


A. LAFUENTE. 








164 


The female sex hormone. S. LErBHART. Ginek. polska, 
1932, xi, 382. 

Studies on the action of the follicular hormone and the 
corpus luteum hormone on the uterus and on the ovary of 
young rabbits. A. BERGAMINI. Riv. ital. di ginec., 1932, 
Xiv, 225. 

The effect of the sex-gland function on the creatin 
metabolism. F. Lascu. Ztschr. f. exper. Med., 1932, lxxxi, 
314. 

Indications and practical uses of ovarian preparations. 
BENTHIN. Fortschr. d. Therap., 1932, viii, 421. 

The treatment of genital hemorrhage with corpus luteum 
hormone. C. KAuFMANN and L. BickeL. Zentralbl. f. 
Gynaek., 1932, p. 1320. 

The function of the ovary left in sit following hysterec- 
tomy. M. TRETTENERO and C. Sactinr. Riv. ital. di 
ginec., 1932, Xiv, 20T. 

The cause of the ovarian changes in hydatidiform mole. 
FE. Grtarpino and G. Mazzone. Riv. ital. di ginec., 1932, 
Xiv, 273. {117| 

The presence of adrenalin in the liquid of ovarian folli- 
cles. M. Massazza. Folia gynaecol., 1932, xxix, 185. 

Biological studies of follicular atresia. W. BLOTEVOGEL. 
Arch. f. path. Anat., 1932, cclxxxv, 53. 

Spontaneous rupture of an ovarian cyst. J. D. HEIMAN. 
J. Med., Cincinnati, 1932, xiii, 4109. 

Peritoneal hemorrhage with shock due to a rupture of a 
corpus luteum cyst. M. Brouna. Bruxelles-méd., 1932, 
xli, 1252. 

The development of polycystic tumors of the ovary. E. 
GILARDINO. Arch. di ostet. e ginec., 1932, XXxix, 345. 

An unusual case of granulosa-cell tumor of the ovaries 
with bone metastases. C. H. Sorrmann. Arch. f. path. 
Anat., 1932, cclxxxiv, 466. 

A case of ovarian carcinoma. J. C. Gupta and G. 
MUKHOPADHAYA. J. Obst. & Gynec. Brit. Emp., 1932, 
XXxix, 580. 

Transplantation of the ovary. A. RONA. Orvosi hetil., 
1932, P. 344. 

External Genitalia 


The management and the treatment of leucorrhoea. A. 
EBLINGER. Dermat. Wchnschr., 1932, i, 724. 

The treatment of leucorrhoea. C. Bucura. 
Wcehnschr., 1932, i, 463. 

The occurrence and the treatment of gonorrhoea of the 
rectum associated with vulvar gonorrhoea. H. KLoEveE- 
KORN. Kinderaerztl. Prax., 1932, iii, 298. 

Carcinoma of the urethra and vulva. H. KrrcuuHorr and 
A. Errunp. Strahlentherapie, 1932, xliv, 335. 

A method of treating carcinoma of the vulva. M. Friep- 
MAN. Am. J. Roentgenol., 1932, xxviii, 521. 

Results of radiation treatment in carcinoma of the vulva. 
S. Srwon. Strahlentherapie, 1932, xliii, 273. [117] 

Congenital absence of the vagina and its treatment. J. 
C. Masson. Am. J. Obst. & Gynec., 1932, xxiv, 583. 

Occlusion of the vagina and perforation of the vesico- 
vaginal septum by an occluding pessary. R. SCHOCKAERT. 
Bruxelles-méd., 1932, xii, 1283. 

Melanotic pigment in the vaginal epithelium. W. 
ScuILLerR. Arch. f. Gynaek., 1932, cxlix, 694. 

The extent of penetration of the vaginal flora into the 
normal vaginal wall. R. SAmMartINO. Rev. Sud-Am. de 
med. et de chir., 1932, iii, 639. 

A report on the occurrence of gonococcic vaginitis in the 
newborn. E. J. Wynkoop and W. PENNocK. New York 
State J. M., 1932, xxxii, 1192. 

Vaginal diphtheria; a review of the literature to date and 
a report of acase. L. A. E1GEN. J. Med. Soc. New Jersey, 
1932, Xxix, 778. 


Wien. klin. 


INTERNATIONAL ABSTRACT OF SURGERY 


Cysts of the vagina. P. Bezza. Riv. ital. di gin 
xiv, 241. 

Vaginal enterocele. A report of three cases 
BUEERMANN. J. Am. M. Ass., 1932, xcix, 1138. 

Adenocarcinoma of the vagina. G. I. Srr\ 
Obst. & Gynec. Brit. Emp., 1932, xxxix, 566. 

The new battle against carcinoma of the « 
vagina. H. HINSELMANN. Muenchen. med. \\ 
1932, i, 1026. 

Suspension of the vagina by means of the roun 
following abdominal hysterectomy for pro! 
Brociio. Riv. ital. di ginec., 1932, xiv, 267. 

The formation of an artificial vagina with 
transplant and its end-results. P. MUELLE! 
1932, iv, 527. 

The Kirschner-Wagner method of formation 
ficial vagina. K. Kayser. Zentralbl. f. Gyn 
p. 1633. 

Miscellaneous 


The constitutional factor in gynecology and 
G. GELLHORN. Am. J. Obst. & Gynec., 1932, 

The contribution of Georg Prochaska (17, 
gynecology. J. Stur. Arch. f. Gynaek., 1932, 

Lactation and menstruation. W. FREuND 
1932, i, 748. 

The time of first menstruation and malforma 
pelvis. E. TRANQUILLI-LEALI. Riv. ital. di 
Xiv, 229. 

The toxic action of menstrual blood. V 
Folia gynaecol., 1932, xxix, 223. 

Studies on the causes of fluidity of menstru 
on the cephalin content of the blood during m 
V. Docuiorti. Folia gynaecol., 1932, xxix, 11 

Menstrual irregularity of functional ori 
KEENE. Illinois M. J., 1932, lxii, 305. 

Disturbance of menstruation of endocrin 
VILLAVERDE. Clin. y lab., 1932, xvii, 5. 

On certain endocrine factors in menstruati 
strual disorders, with special reference to thi 
menstrual bleeding and menstrual pain. FE. \ 
J. Obst. & Gynec., 1932, xxiv, 3109. 

The cause of primary dysmenorrhea. | 
S.R.M. Reynotps. J. Am. M. Ass., 1932, \ 


Resection of the presacral nerve for dysm 
cystalgia; persistence of cystalgia with dys 
tion of the neck of the bladder; cure. Corti 
1932, Xxix, 616. 

Agomensin and sistomensin. H. WINTz 
f. Geburtsh. u. Gynaek., 1932, xci, 224. 

Experimental and clinical contribution on t 
the action of the anterior lobe of the hypoph) 
Med. Klin., 1932, i, 680. 

Are the substances in the urine which a 
mones of the anterior lobe of the hypophysis 
similarly acting substances from the hy 
Freup. Deutsche med. Wchnschr., 1932, i, 

Further studies on the anterior lobe of th 
hormone, with special reference to irregula! 
ing. A. D. CAMPBELL. Canadian M. Ass. | 


47. 
Which cells of the human hypophysis fo: 
mone of the anterior lobe of the hypoph 
pregnancy? E. J. Kraus. Klin. Wehnschi 
Pubertas precox in a girl of four years of a 
to estimate the follicular and anterior pit 


mones. C. L. BENNETT. Endocrinology, 
The hormone treatment in gynecology. 
Ginek. polska, 1932, xi, 417. 





BIBLIOGRAPHY OF CURRENT LITERATURE 


The effect of the hormone of the anterior lobe of the 
hypophysis, of the urine during pregnancy, and of the 
placenta upon transferable sarcoma in mice. L. Gross. 
Ztsch Krebsforsch., 1932, xxxvi, 606. 

The action of extracts of the anterior lobe of the pituitary 
and of pregnancy urine on the testes of immature rats and 
monkeys. E. T. ENGLE. Endocrinology, 1932, xvi, 506. 

The ellects of extracts of organs of pregnant animals and 
of embryos on the genital system of immature animals. M. 
Massivz\. Folia gynaecol., 1932, xxix, 239. 

The +" of cranial symptoms to gynecological 
disease H. Woop. South. M. J., 1932, xxv, 1046. 

\cqu be atresia of the genital tract; with a note of cases. 
RE T 1TTENHAM. J. Obst. & Gynec. Brit. Emp., 1932, 
XXX, 50 
; The pri sphylactic treatment of thyroid dysfunction and 
the importance of basal metabolism studies in obstetrics 
and gynecology. C. H. Davis. Am. J. Obst. & Gynec., 
1932, XxiV, 607. 

A clinical study of appendicitis in its relation to gyneco- 
logical affections. A. SALVINI. Riv. ital. di ginec., 1932, 
xiv, 177. [119] 

Prolapse, cystocele, rectocele, and true vaginal hernia; 
diagnosis and treatment. J. C. Masson. J. Am. M. Ass., 
1032, XCIX, 1143. 

Gonorrhoea in woman. R. SCHROEDER. Mitt. d. deutsch. 
Gesellsch. Bekimpf. Geschl. krkh., 1932, xxx, 60. 

Involvement of the rectum in gonorrhoea in woman. O. 
Daumen. Arch. f. Dermat. u. Syph., 1932, clxv, 742. 

The treatment of gonococcal infections by artificial 
general) hyperthermia. S. L. WARREN and K. M. WILson. 
Am. J. Obst. & Gynec., 1932, xxiv, 592. 


105 


The course and end-result of a case of transplantation of 
the ureter into the bowel because of a puerperal vesico 
vaginal fistula. H. Karz. Zentralbl. f. Gynaek., 1932, p 
1608. 

Experiments on endometrial hyperplasia. J. C. Burcu, 
J. M. Wo tre, and R. S. CuNNINGHAM. Endocrinology, 
1932, XVi, 541. 

The pathology and the clinical manifestations of endo 
metriosis of the tube. L. Serrz. Zentralbl. f. Gynaek., 
1932, p. 1746. 

Pelvic endometriosis and the tubal 


fimbrie. J. A. 
Sampson. Am. J. Obst. & Gynec., 


XXIV, 497. 
{119} 

The clinical and etiological study of endometriosis; 
adenomyosis of the round ligament before and after dis 
placement of the abdominal wall. G. HAseELnorsrt. 
Ztschr. f. Geburtsh. u. Gynaek., 1932, vii, 104. 

Endometriosis of the urinary bladder. H. F. Eperuarn. 
Zentralbl. f. Gynaek., 1932, p. 1712. 

A case of endometriosis of the — 
FromMmo.t. Zentralbl. f. Gynaek., 1932, p. 

Contra-indications to the use of et sed y in the tre atment 
of benign diseases of the female pelvis. N.S. Heaney 
Surg. Clin. North Am., 1932, xii, 1185. 

Bone diseases following genital carcinoma. KJ. 
OETTINGEN and M. HEtrrericu. Zentralbl. 
1932, Pp. 1574. 

Diathermy in gynecology. BENDER. 
gynéc. et d’obst., 1932, xxvii, 389, 505. 

The use of the Mikulicz drain in gynecological abdominal 
surgery. V. Doctiortti. Riv. ital. di ginec., 1932, xiv, 
290. {120} 


1932, 


— G 


VON 
f. Gynaek., 


Rev. franc. de 


OBSTETRICS 


Pregnancy and Its Complications 


The pregnancy test in rabbits. An operative demonstra- 
tion of the ovaries with minimal antisepsis. R. H. GOODALE 
and M.C. FLANAGAN. J. Lab. & Clin. Med., 1932, xviii, 58. 

The practical value of the Aschheim-Zondek test. J. 
RYLL-NARDZEWSKA. Ginek. polska, 1932, xi, 519. 

The Friedmann-Schneider pregnancy reaction. H. 
NIELSEN. Ugesk. f. Laeger, 1932, p. 641. 

Is the ether-glucose method an improvement over the 

hormonal pregnancy reaction? H. C. A. Lassen. Klin. 
Wehnschr., 1932, i, 1104. 

The radiological diagnosis of early pregnancy. A. 
Lirvenre. Clin. y lab., 1932, xvii, 186. 

The ovary and hereditary multiple pregnancy. J. 
Wattart. Arch. f. Gynaek., 1932, cl, 242. 

The cytological blood picture in extra-uterine pregnancy. 
S. Mossor. Ginek. polska, 1932, xi, 463. 

Ectopic pregnancy. S. G. CLARK. J. Am. M. Ass., 1932 
XCix, 1253. 

Ruptured ectopic gestation. 
i, 1932, ii, 794. 

Extra-uterine gestation. 
1932, XXxxill, 356. 

“Dit iculties of diagnosis of extra-uterine 
K. Kaiser. Med. Klin., 1932, li, 1057. 


R. C. WeBsTER. Brit. M. 


* 


I. Joss. J. Kansas M. Soc., 


pregnancy. 


_ Clinical soanveiene on extra- uterine pregnancy with 


n fection 


{ 
345 


A’ urettage for the production of abortion in the absence 

intra-uterine pregnancy and in the presence of a non- 
. gnosed extra-uterine pregnancy. G. L. DAwypow. 

onatsschr. f. Geburtsh. u. Gynaek., 1932, xci, 447. 


. PARoLt. Arch. di ostet. e ginec., 1932, xxxix, 


Uterotubal pregnancy. A. C. S1pp.ALt. 
1932, xlvi, 982. 

Ovarian pregnancy. 
M. J., 1932, XXXvi, 45. 

Secondary abdominal pregnancy. A. 
lab., 1932, xvii, 181. 

The biological action of the amniotic fluid. O. 
CHTARULO. Folia gynaecol., 1932, xxix, 139. 

The morphogenetic action of the amniotic fluid. G. B. 
ContArpbo. Folia gynaecol., 1932, xxix, 177. 

\ description of a human ovum fifteen days old, with 
special reference to the vascular arrangements and to the 
morphology of the trophoblast. N. M. Farkiner. J 
Obst. & Gynec. Brit. Emp., 1932, xxxix, 441. 

The calcium content in the maternal and fetal parts of 
the placenta. G. M. Corba. Arch. di ostet. e ginec 
XXXIX, 345. 

The hormonal action of the placenta. EF. 
Deutsche med. Wchnschr., 1932, i, 217 

Ablatio placente. J. F. Lucas. South. M. 
1055. 

The treatment ys —— previa in country districts. 
E. Huarte. Clin. y lab., 1932, xvii, 175. 

A three-months ie gnant uterus successfully visualized. 
J. J. Durry. J. Iowa State M. Soc., 1932, - 500. 

Roentgen pelvimetry and cephalometry. H. J. WALTON 
South. M. J., 1932, xxv, 1060. 

Roentgen visualization of the urinary passages during 
and following pregnancy. H. JAcosr. Zentralbl. f. Gynaek.., 
1932, p. 1682. 

The reticulo-endothelial system during pregnancy and 
during the menstrual cycle. H. Evrtncer. Monatsschr. 
f. Geburtsh. u. Gynaek., 1932, xci, 312. 


Chinese M. J., 
J. Sacerson. Pennsylvania 
RAMON. Clin. y 


Mac- 


is 1632, 
PHILIPP. 


J.,; 1932, Xxv, 





166 


The vegetative nervous system and pregnancy. L. SEITz. 
Jkurse aerztl. Fortbild., 1932, xxiii, 1. 

The posterior pituitary gland in pregnancy. R. C. 
Obst. & Gynec. Brit. Emp., 1932, xxxix, 


Brown. J. 
590. 

The heart in pregnancy. 
Gynaek., 1932, cl, 1. 

The action of the follicular hormone and variations in 
blood sugar during pregnancy. M. Massazza. Folia 
gynaecol., 1932, xxix, 189. 

The specific dynamic reaction of foods in pregnancy. 
Fusco. Arch. di ostet. e ginec., 1932, Xxxix, 380. 

The upper urinary tract in pregnancy. D. Barrp. Lan- 
cet, 1932, CCXxiii, 983. [121] 

Work physiology during pregnancy. II. The effect of 
bodily labor on the heart and circulation. H. KRuKEN- 
BERG. Arch. f. Gynaek., 1932, cxlix, 663. 

Rupture of the pregnant uterus at full term, with the 
report of a case. F. W. Lester. New York State J. M., 
1932, XXXii, 1108. 

Metabolic and circulatory anomalies during pregnancy. 
K. J. ANSeL-Mrno and F. HorrMANN. Jkurse aerztl. Fort- 
bild., 1932, xxiii, 16. 

Pernicious anemia of pregnancy. J. F. WILKINSON. J. 
Obst. & Gynec. Brit. Emp., 1932, xxxix, 293. [121] 

A case of recurring pernicious-like anemia of pregnancy. 
K. Lakomestk. Orvosi hetil., 1932, p. 463. 

Gastric acidity in emesis and hyperemesis gravidarum. 
D. F. ANpERsoN. J. Obst. & Gynec. Brit. Emp., 1932, 
XXXiX, 558. 

An aid in the treatment of toxemia of pregnancy. S. J. 
CAMERON. Lancet, 1932, CCXxiii, 731. 

The treatment of eclampsia with pernocton. H. FRou- 
MANN. Deutsche med. Wchnschr., 1932, i, 816. 

Conservative treatment of eclampsia. E. A. GERRARD 
and R. L. Newton. Lancet, 1932, ccxxiii, 782. 

The after-efiects of eclampsia with special reference to 
hypertension and chronic nephritis. J. BREAKEy. Lancet, 
1932, CCXxiii, 832. 

The treatment of varicose veins during pregnancy. 
R. GREENE. J. Obst. & Gynec. Brit. Emp., 1932, xxxix, 
Ool. 

Pregnancy in association with cardiospasm. F. Rogues. 
J. Obst. & Gynec. Brit. Emp., 1932, xxxix, 550. 

Pregnancy complicated by intestinal obstruction. E. L. 
CorneELL. Surg. Clin. North Am., 1932, xii, 1253. 

The course of pregnancy and labor complicated by 
diabetes. S. LieBMANN. Monatsschr. f. Geburtsh. u. 
Gynaek., 1932, xci, 398. 

A case of diabetes complicated by pregnancy. W. C. 
Compton. J. Med., Cincinnati, 1932, xiii, 416. 

Addison’s disease and pregnancy. P. A. PERKINS. J. 
Am. M. Ass., 1932, xcix, 1500. 

Syphilitic meningo-encephalitis in pregnancy and 
malarial therapy. N. Masierr. Arch. di ostet. e ginec., 
1932, XXXiX, 345. 

Acute localized phlegmonous enteritis complicating 
pregnancy. F. W. Grrrorp Nasu. Brit. M. J., 1932, ii, 
792. 

Smallpox in utero. 
Med., 1932, ccvii, 663. 

Myomectomy and rupturé of the uterus. 
Arch. di ostet. e ginec., 1932, XXxix, 243. 

\ntenatal radiology. R. E. RosBerts. 
1932, ii, 621. 

The interruption of pregnancy before the child is viable. 
J. C. Ayres. South. M. J., 1932, xxv, 1049. 

Is conservatism or an expectant policy the best course in 
the treatment of febrile abortions? C. J. MILLER. South. 
M. J., 1932, xxv, 1048. 


C. ScHROEDER. Arch. f. 


B. G. Horntnc. New England J. 
TESAURO. 

{122] 
Brit. M. J., 


INTERNATIONAL ABSTRACT OF 


SURGERY 


The treatment of postabortal perforation of thx 
J. Govaerts. Bruxelles-méd., 1932, xii, 1274. 

A report of 218 complete cases seen at the West 
County Prenatal Clinic in 1931. M. NIcoLt, Jr., 
H. Marsu. New York State J. M., 1932, xxxii, 118 


Labor and Its Complications 


The causation of the onset of labor; a suggested 1 
R. A. Grppons. J. Obst. & Gynec. Brit. Emp 
XXXiX, 530. 

The conduct of normal labor. 
land J. Med., 1932, ccvii, 607. 

Alleviating pain and shortening labor. W. \ 
West Virginia M. J., 1932, xxviii, 439. 

The conduct of labor in premature rupture of t 
branes and delayed labor. E. SrrassMANN. Mi 
1932, Pp. 949. 

Rupture of the uterus. 
Ass. J., 1932, xxvii, 385. 

Dystocia dyspituitarism. FE. A. DANiELs. J 
Gynec. Brit. Emp., 1932, xxxix, 573. 

Obstructed labor. F. VAN EMAN. J. Missouri 
Ass., 1932, Xxix, 481. 

A study of primiparous patients in active labor 
engaged heads. L. L. MAcKENzIE. New Yor! 
M., 1932, Xxxii, 1116. 

Breech presentation. M. FE. Davis. Surg. ( 
Am., 1932, xii, 1193. 

Breech presentations and their delivery. \ 
DIFORD. J. Am. M. Ass., 1932, xcix, 1820. 

Breech presentation; the aftercoming head 
Med. J. & Rec., 1932, Cxxxvi, 275. 

Occiput-posterior position. D. 
State M. Ass., 1932, xxv, 433. 

The present position of version and extract: ; 
Baer, R. A. Rets, and J. J. Lutz. Am. J. Obst. & Gyne 
1932, XXIV, 599. 123 

A case of twin labor in a lion marmoset. W. L. | 
J. Obst. & Gynaec. Brit. Emp., 1932, xxxix, 6 

Postmortem delivery of a fetus. R. NaGcr 
dian M. Gaz., 1932, xvii, 571. 

Changes in the fetal heart tones during birth; 
and significance for the child. W. WILLrBALb. /tschr. 
Geburtsh. u. Gynaek., 1932, ci, 724. 

The Kjelland forceps. M. GEoRGESCU. 
1932, Xi, 9. 

A new axis-traction forceps. E. B. PIPER 
& Gynec., 1932, xxiv, 625. 

Episiotomy; its indications and the techniqu 
rhaphy. J. B. GonzALez. Semana méd., 
724. 

The technique of transperitoneal cisarea! 
the lower segment. M. Massazza._ Foli 
Genova, 1932, Xxix, 199. 123 

Contra-indications to cesarean section. W. &. Cook! 
J. Am. M. Ass., 1932, xcix, 1823. (124 

Rupture of cwsarean-section scars. T. Krii Ginek 
polska, 1932, xi, 495. 

Analgesia during labor. J. M. Faro. Clin 
Xvii, 167. 

The combination of avertin with nitrous 
thesia. C. SCHROEDER and K. SIMEONOF! 
Geburtsh. u. Gynaek., 1932, Cii, 357- 

Spinal anesthesia in obstetrics and gyn 
Barrp. Glasgow M. J., 1932, Cxviil, 217. 

Contra-indications for twilight sleep wit! 
J. Sancuo. Clin. y lab., 1932, xvii, 172. 

Statistics on maternity hospitals and hospi! 
HANaver. Arch. f. Gynaek., 1932, cxlix, 7 


B. P. BurPEE. Ni 


S. Koprinsky. Can 


Lowry. J 


Rev. Obstet. 
|. Obst 


episior 


XXXIX 


I aecol 


rnocton 


envenies 





BIBLIOGRAPHY OF CURRENT 


Puerperium and Its Complications 


lopment, clinical picture, and treatment of 

version of the uterus. H. Fucus. Monatsschr. 
Gynaek., 1932, XC, 523. 

pment of tachycardia during pregnancy and 

during the puerperium. K. J. ANSELMINO and 

Arch. f. Gynaek., 1932, cl, 54. 

©. KLAFTEN. Zentralbl. f. 


The ce 
puerpera 
j, Geburts 

The de 
bradycarc 
| Horr NN, 

Late puerperal hemorrhage. | 
Gvynaek., 1432, p. 1621. 

‘The arterial tension in puerperal infection. P. P. P. 
Garcia. Semana méd., 1932, XXXix, 221. {124 

Vitamin-\ content of the liver in puerperal sepsis. H. 
\. GREEN. Lancet, 1932, CCxxiii, 723. 

Puerperal gas-bacillus infection of the uterus. G. J. 
Peatz. Med. Welt, 1932, vi, 1022. 

Gas-bacillus bacteriamia following abortion. R. A. 
KitpurFE and D. B. ALLMAN. J. Med. Soc. New Jersey, 

2, XXIX, 742. 
Py emia following acute infective periostitis of the pubes 
a case of miscarriage. J. B. CLELAND. J. Obst. & 

Gynec. Brit. Emp., 1932, Xxix, 599. 

Priya 6 to the prophylactic treatment of puer- 

peral fever. LORENZETTI. Clin. ostet., 1932, xxxiv, 388, 

53, 530. [124] 

The treatment of puerperal infection with local intra- 

parenchymatous vaccination. F. Sprrito. Arch. di ostet. 


ginec., 1932, XXIX, 345. 


LITERATURE 167 


The prophylaxis and treatment of colon-bacillus infec 
tions during the puerperium. V. Le Lorier. Rev. franc 
de gynéc. et d’obst., 1932, xxvii, 276. [125] 

The indications for, and the success of, vein ligation for 
puerperal infections. E. Fris. Therap. d Gegenw., 1932, 
Ixxili, 259. 

Newborn 


Asphyxia neonatorum; its causes and treatment by pro 
longed artificial respiration; report of sixty-six cases. D. P. 
Murpuy and J. V. Sessus. Gynec. & Obst., 1932, 
lv, 432. 

Atresia of the ileocwcal valve and suprarenal apoplexy in 
the newborn. A. CoLAveccuto. Clin. XXXiV, 
580. 

Clinical observations on the anti-tubercular vaccination 
of the newborn child with bacillus Calmette-Guérin. P 
Bar. J. Obst. & Gynec. Brit. Emp., 1932, xxxix, 507. [126] 


Surg., 


ostet., 1932, 


Miscellaneous 


Newer methods of teaching obstetrics. K. VON OrTrin 
GEN. Zentralbl. f. Gynaek., 1932, p. 1810 

The biology of oh ovum and the site of ovular implanta 
tion. P. Carrier. Klin. Wehnschr., 1932, i, 1089 

The comparative morphology of the placenta in different 
labors of the same woman. H. KurckENS. Monatsschr. f 
Geburtsh. u. Gynaek., 1932, xci, 432. 


GENTITO-URINARY SURGERY 


Adrenal, Kidney, and Ureter 


\case of Addison’s disease ina Chinese. J. L. H. Patrr- 
sox. Chinese M. J., 1932, xlvi, 974. 

\ddison’s disease, with a case report showing the effect 
icortin. W. A. Borce. J. Iowa State M. Soc., 1932, xxii, 


A. HAart- 


Lockwoop. Endo 


‘Studies indicating the function - — 


BROWNELL, 

VY, 1932, XVi, 521. 
Cortin therapy. F. A. HARTMAN, C. W. GREENE, B. D. 
Bowen, and G. W. Tuorn. J. Am. M. Ass., 1932, xcix, 


78 


and J. E. 


\ddison’s disease treated with cortical suprarenal ex- 
tract. J. G. McCrre, I. M. Mears, and W. G. MILLar. 
M. J., 1932, ii, 622. 
\ddison’s disease and its treatment with cortical ex- 
tract. 5. L. Srupson. Brit. M. J., 1932, ii, 625. 
\ddison’s disease; its treatment with ‘interrenalin.” 
J. M. Rocorr. J. Am. M. Ass., 1932, xcix, 1300. 
liypemephroid tumors of the so-called suprarenal 
R. D’Accint. Zentralbl. f. Gynaek., 1932, p. 16094. 
align nephroma (hypernephroma). B. A. GINGOLD 
1D. H. Bessesen. Med. J. & Rec., 1932, Cxxxvi, 283. 
“Intravenous pyelography. Abrodil-pelviren D. W. 
H OPFMEISTI R. Deutsche Ztschr. f. Chir., 1932, CCxxxvi, 


"The 


treatment of subcutaneous injury to the kidney. 
SREITMANN. J. d’urol. méd. et chir., 1932, xxxiv, 
‘Malformation and dystopia of the renal pelvis. C. Casu. 
ostet., 1932, XXXIV, 577. 
“ genital hypoplasia of the kidney. 
MEL, 1932, XXXIV, 571. 

i improved concentration test of renal function. F. H. 
‘HMET and LL. H. NewBurcu. J. Am. M. Ass., 1932 


M. Fapert. Clin. 


The vesicorenal retlux demonstrated before and after 
closure of a vesicovaginal fistula. A. AstrAupr. J. d’urol 
méd. et chir., 1932, xxxiv, 143. 

Kidney lesions as a cause of gastro-intestinal symptoms 
F. H. Cotsy. J. Urol., 1932, xxviii, 410. 

A clinical study of the influence of the diseased kidney 
upon the healthy one. S. ScANDURRA. Policlin., Rome, 
1932, Xxxix, sez. prat. 1432. 

Gigantic hydronephrosis. S. 
1932, xvii, 125. 

Resections of the renal pelvis and other plastic opera 
tions for hydronephrosis; end-results in thirteen cases 
W. Watters. Surg., Gynec. & Obst., 1932, lv, 508. 

Hydronephrotic solitary kidney, impacted ureteral cal 
culus, nephrotomy followed by massive collapse of the 
lung. R. H. Hersst and L. C. Gatewoop. Surg. Clin 
North Am., 1932, xii, 1207. 

Sixteen cases of nephritic hematuria treated surgically 
G. Pupint. Arch. ital. di urol., 1932, ix, 9 | 127| 

Uronephrosis on the right side and appendicitis. J. 
SALLERAS. Semana méd., 1932, XXXxix, 572. 

Spontaneous pyelitis in the rabbit; an ascending infec 
tion of the urinary tract; its relationship to this disease in 
man. H. F. HetmMuouz. Surg., Gynec. & Obst., 1932, lv, 
440. 

Organisms of pyelitis. J. PIKKARAINEN 
Fennicae Duodecim, 1932, xv, No. 10. 

Carbuncle of the kidney. H. Mayo and G. H 
Australian & New Zealand J. Surg., 1932, ii, 205 

Carbuncle of the left kidney. V. J. O’Conor. 
Clin. North Am., 1932, an 1250. 

Renal tuberculosis. R. Day 
1932, XXXVil, 217. 

Tuberculosis of the kidney. J. 
State M. Ass., 1932, xxix, 469. 

A case of bilateral renal tuberculosis with mild symp 
toms. J. ZABAL. Clin. y lab., 1932, xvii, 468 


PrEYROLON. Clin. y lab., 


\cta Soc. med 
BURNELI 
Surg. 
California & West. Med., 


R. Cautk. J. Missouri 





168 


A case of calcified tuberculous kidney. E. CuristiAn 
and V. Vintincr. J. @urol. méd. et chir., 1932, xxxiv, 219. 

Uropyonephritis following division of the ureter; 
nephrectomy; cure. C. MALTESE LERoy. Policlin., Rome, 
1932, XXxix, sez. prat. 1428. 

Calculus pyonephrosis. R. L. HorrMaAnn. J. Missouri 
State M. Ass., 1932, xxix, 476. 

A pathological and clinical study of urinary lithiasis. 
IV. The geography and frequency of lithiasis. W. Gross- 
MANN. Ztschr. f. urol. Chir., 1932, xxxv, 78. 

Silent renal calculi. P. BRoMBERG and S. S. 
South. M. J., 1932, xxv, To4o. 

Pyonephrosis with nephrobronchial 
CRENSHAW. J. Urol., 1932, xxviii, 427. 

Two cases of hydatid cyst of the kidney. F. 
Clin. y lab., 1932, xvii, 226. 

Tumors of the kidney. C. E. 
State M. Ass., 1932, Xxix, 474. 

Tumors of the renal pelvis. D. W. MACKENzIrE and M. 
RATNER. J. Urol., 1932, xxviii, 405. [127] 

Retroperitoneal tumors called paranephromata.  F. 
GaroraLo. Arch. ital. di urol., 1932, ix, 243. [127] 

Secondary hemorrhage following nephrectomy. F. E. 
GRIMALDI. Semana méd., 1932, xxxix, 589. 

Immunity in organ transplantation. II. Specific com- 
plement-fixing antibodies in free transplantation of the 
kidneys by means of vessel ligation. U. Woronoy. Arch. 
f. klin. Chir., 1932, clxxi, 388 

The ureteric lamp and its uses. T. 
1932, CCxxiii, 788. 

The motility of the ureter. G. 
urol., 1932, ix, 200. 

A case of double ureter with pyelonephritis. P. EMILIANI. 
Arch. ital. di urol., 1932, ix, 340. 

Dilatation and prolapse of the inferior extremity of the 
ureter. A. BRANDAO Fituo. J. d’urol. méd. et chir., 1932, 
XXXIV, 133. 

Hernia of the ureter. A. V. Moscucowrtz. Ann. Surg., 
1932, XCVi, 575. 

Spontaneous elimination of a ureteral calculus following 
nephrectomy. Rarin. J. d’urol. méd. et chir., 1932, xxxiv, 
140. 

Extravesical ureteroceles. BoNNeT. Arch. d. mal. d. 
reins et d. organes génito-urinaires, 1932, vi, 626. { 127] 

The pathogenesis and treatment of ureterocele. B. 
SCHMUCKLER. Ztschr. f. urol. Chir., 1932, xxxv, 149. 

_Transplantation of the ureters into the large intestine by 
submucous implantation. R. C. Corrry. J. Am. M. Ass., 
1932, XCiX, 1320. 


RIVEN. 
fistula. J. L. 
PEREZ. 


BurForp. J. Missouri 


MILLIN. Lancet, 


Gucci. Arch. ital. di 


Bladder, Urethra, and Penis 


Exstrophy of the bladder; operation of 
TAVERNIER. Lyon chir., 1932, xxix, 587. 

Congenital hypertrophy of the bladder with polycystic 
kidneys. M. Jones. Brit. M. J., 1932, ii, 793. 

Diverticulosis and diverticulitis of the bladder; roent- 
genological examination. P. Boscu. Clin. y lab., 1932, 
XVii, 217. 

The danger of vesical hemorrhage from suprapubic 
puncture of the bladder for retention of the urine. R. 
BonneEAv. J. d’urol. méd. et chir., 1932, xxxiv, 146. 

The transurethral application of ultraviolet irradiation 
and ventilation to the interior of the bladder for the relief 
of tuberculosis and other infections of this organ. J. R. 
CavuLk and F. H. Ewernarpt. J. Urol., 1932, xxviii, 503. 

A cyst of the urachus with calculus formation. A. C. 
Smppatt. Chinese M. J., 1932, xlvi, 894. 

Vesical leucoplakia with hematuria as the predominating 
symptom. G. Perranpo. Arch. ital. di urol., 1932, ix,f231. 


Makkas. 


INTERNATIONAL ABSTRACT OF SURGERY 


Tumors of the bladder in aniline workers. H.S 
Ztschr. f. Urol., 1932, xxvi, 284. 

The treatment of papilloma of the bladde: 
New Zealand M. J., 1932, xxxi, 328. 

Partial resection of the bladder for epithelion 
TANO and R. DE SurRRA. Semana méd., 1932, x 

The technique of the suprapubic implantati 
seeds in bladder carcinoma. B. S. Barrin 
Gynec. & Obst., 1932, lv, 487. 

Nephrostomy and nephrectomy in carcin: 
bladder. M. L. Boyp. J. Am. M. Ass., 
1220. 

Urethrography. M. A. NicHoLtson and \ 
J. Urol., 1932, xxviii, 461. 

The treatment of traumatic rupture of 1 
urethra. J. H. Powers and D. W. Siri 
State J. M., 1932, xxxii, 1188. 

Non-gonococcic urethritis. Diagnosis, ct 
treatment. P. BARBELLION. J. d’urol. méd. « 
XXXIV, 177. 

Specific urethritis treated with an azo 
SCHOFIELD. Pennsylvania M. J., 1932, xxx\ 


Genital Organs 


The prostatic problem. F. J. PARMENT! 
State J. M., 1932, xxxii, 1166. 

A clinical analysis of prostatic obstruct 
Vickers and S. T. Fortutne. New York 
1932, XXXii, 1170. 

Changes in the wall of the bladder secondii 
obstruction; their significance in prostatic s 
Rose. Arch. Surg., 1932, xxv, 783. 

Transurethral electrosurgery for the relic! 
obstruction. C. W. Cortincs. J. Urol., 19 


Prostatovesicocalculus; the late complicit 
tatectomy. CorBINEAv. J. d’urol. méd. « 
XXXiv, 199. 

Epitheliomatous cyst of the prostate. J. |) 
H. Buanc. J. d’urol. méd. et chir., 1932, x 

A case of urethrorrhagia as the first s\ 
adenomatous prostate. SOLCARD. J. d’uro 
1932, XXXiv, 2106. 

Osteoplastic metastases in prostatic carci! 
Brit. J. Radiol., 1932, v, 745. 

The management of prostatic conditio1 
S. W. MoorHeap. Med. J. & Rec., 1932, : 

The treatment of prostatic hypertrophy 
of radon seeds. J. D. GLAuBAcH. Med. J 
CXXXVi, 295. 

Postgrippal prostatic abscesses. J. 5 
méd., 1932, XXXIX, 473. 

Electroresection of the prostate. H. | 
Surg. Clin. North Am., 1932, xii, 1120. 

The Davis method of prostatic resectio1 
Minnesota Med., 1932, xv, 666. 

The results of resection of the prosta! 
Bumpus, Jr. Minnesota Med., 1932, x\ 

Operations on the urinary tract unde 
with particular reference to prostatecto! 
Australian & New Zealand J. Surg., 193- 

Hemorrhagic periorchitis. G. Lor\ 
Chir., 1932, clxxi, 429. 

Malignancy of the testicle. 
State M. Ass., 1932, xxv, 453. 

Immunity in organ transplantation 
plement-fixing antibodies in free transp 
testes. U. Woronoy. Arch. f. klin. Chi 
361. 


J. FB 


Specific ( 


ition ol t 





BIBLIOGRAPHY OF CURRENT LITERATURE 


ical changes taking place in the parenchyma of 
after chemical sympathectomy of Doppler and 
n of the ductus deferens of Steinach on one or 
SiciLiIANI. Ann. ital. di chir., 1932, xi, 887 


Histol 
the testis 
ifter liga 

ith sick G 

Miscellaneous 
inges and problems in urology. Sir J. THomMsoN- 
Proc. Roy. Soc. Med., Lond., 1932, xxv, 


[130] 
Med. J. 


Brit. 


some ¢ 
WALKER 
771. 

Intravenous urography. 
\ustralia, 1932, li, 520. 

Intravenous urography in children. C. G. TEALL. 
M. J., 1932, , 788. 

The tec Lies of intravenous urography; an apparatus 
ida method of compressing the ureters used in 411 cases. 
|. Apowitz. Radiology, 1932, xix, 228. 

“ \ contribution to the experimental, roentgenological, 
ind clinical study of intravenous urography. A critical 
study. Jeune. J. d’urol. méd. et chir., 1932, xxxiv, 
™” [131| 

_ Excretion urography; indications and a 
k. J. Sirverton. Med. J. Australia, 1932, ii, 531. 

The influence of gynecological pene Pal on the genito- 

rinary tract as shown by simultaneous injections of 
skiodan or uroselectan (intravenously) and lipiodol; a pre- 

minary report. A. STEIN and M. Ropcers. Surg., Gynec. 
 Obst., 1932, lv, 490. 

The question of so-called essential hematuria. V. Voz- 
NESENSKIJ. Nov. chir. Arch., 1931, xxiii, 525. 

The diagnosis and treatment of infections of the urinary 
tract in childhood. H. F. HetmHoiz. Minnesota Med., 

)32, XV, 703. 

whet Be of the male pelvis. G. GREENBERG. 
Rec., 1932, CXxXxvi, 289. 

Roentgen sy mptomatolog sy of infected urinary passages 

1 combination with a classification of urinary tract infec- 
tions. R. E. Cumminc and H. A. Jarre. J. Urol., 1932, 
Will, 455. 

lhe elfect of various urinary antiseptics on the growth 
bacterium coli in the urine. A. R. Etrvrnc. Acta Soc. 

med. Fennicae Duodecim, 1932, xv, No. 12. 


A. F. OxeNnuHAM. 


Med. J. & 


SURGERY OF THE BONES, 


Conditions of the Bones, Joints, Muscles, 
Tendons, Etc. 


Late death following war injury of bones. M. Buscu. 
entralbl. f. Chir., 1932, p. 2000. 
_Ostege nesis imperfecta, with a suggestion for treat- 
W. J. Ryan. J. Bone & Joint Surg., 1932, xiv, 930. 
Isckecreaplonie fetalis. H. L. Dwyer. Am. . Dis. 
ild., 1932, xliv, 776. 
Closed correction of rachitic deformities of the extremi- 
T. Wisniewski. Chir. Narz. Ruchu, 1932, v, 5. 
\n experimental study of osteomalacia. A. GARBIE N. 
inek. polska, 1932, xi, 582. 
oo glass; osteopsathyrosis. P. AspruzzInt. Policlin., 
Kome, 1932, xxix, sez. chir. 521. [133] 
Acute osteomyelitis in children. G. WAKELEY. 
Brit. M, J., 1932, ii, 752. 
_Primary osteomyelitis in older people. 
Veutsche Ztschr. f. Chir., 1932, CCXxxvi, 644. 
\ peculiar regeneration of bone following maggot treat- 


at of osteomyelitis. M. M. PoMERANz. Radiology, 
52, xix, 


Cc. 
E. PRAss. 


212. 


The symptomatology of Paget’s osteitis deformans. 
INDHOLZ. Fortschr. d. Roentgenstr., 1932, xlvi, 188. 


1Q 


for gonorrhea. C. 
ccviil, 


32; 
Tuberculous or egg and excretion 
experimental study. F 
Surg., Gynec. 


169 


The treatment of the patient with urinary tract infec 
tion. 
The keratogenic diet in the treatment of urinary 
tions in childhood. 


C. I. Ervin. South. M. & S., 1932, xciv, 


637 
infec 
pF. Am \ss., 


Hitmuorz. J M 


32, XCIX, 1305. 

tuberculosis; an 
. LirwertTHat and T. von Hutu. 
& 7. 1932, lv, 440. 

Results and interpre tation of a complement fixation test 
S. Swan. New England J. Med., 1932, 
OoL. 


Urinary lithiasis; its cause and prevention. An evalua 


tion of contributions to our knowledge during the past 


decade. L. 
The fundamental principles in the successful treatment 


of 


10: 


an 


193 


W 


Geburtsh. u. Gynaek., 193 


tion to the anorectal syphiloma of Fournier. FE. 
GREGORIO. 


D. Keyser. South. M. J., 1932, xxv, 1031. 


urinary fistula. R.S. MALLARD. Texas State J. M., 
32, XXViii, 390. 
Diathermy treatment of acquired balanitis, phimosis, 
d paraphimosis. H. Neiretp. New England J. Med., 
2, CCVii, 603. 
Lymphopathia venereum. M. 
IsE. J. Am. M. Ass., 1932, xcix, 
Lymphogranuloma _ inguinale. Ztschr.  f. 
2, Cli, 405. [131] 
Subacute inguinal lymphogranulomatosis and its rela- 
Di 
Par., 


B. SULZBERGER and F. 


1407. 


KLAUE. 


Clin. y lab., 1932, xvii, 471. Presse méd., 


1932, xl, 1416. 


Bi. 
Sc 


PuGH. 


RU 


of 


The treatment of granuloma inguinale in the. negro. 
H. Hazen, W. J. Howarp, C. W. FREEMAN, and R. H. 
ULL. J. Am. M. Ass., 1932, xcix, 1410. 

Modern urological applications of electrotherapy. 
Med. J. & Rec., 1932, cxxxvi, 291. 
Preventive autovaccination in urinary surgery. 
cer. Arch. ital. di urol., 1932, ix, 222. 

A bibliographical index of urological surgery for the year 
1930. A. VON LICHTENBERG and O. A. SCHWARZ. 1932: 


W.S. 
A. PER- 


Berlin, Springer. 


lower urinary tract by parasacral — 
Australian & New Zealand J. Surg., 1932, i 


jo 


Bordeaux chir., 


in 
p. 


J. 


non-operative treatment. 


The technique for induction of local analgesia in the 
W. Perry. 


» 157 


INTS, MUSCLES, TENDONS 


Hypertrophic cotengs ithy of Paget type. 
1932, No. 4, 385. 

The regeneration of the small tube bones in the course of 
flammatory processes. FE. DABast. Orvosi hetil., 1932, 


LASSERRI 


527. 

The diagnosis of bone and joint tuberculosis. 
Michigan State M. Soc., 1932, xxxi, 637. 
Bone tuberculosis. The relative value of operative and 
W. A. Hoyt. Ohio State M. J., 


D. KING. 


1932, XXViii, 705. 


treatment. 


H. 


Tuberculous osteo-arthritis with fistula; sanatorium 

F. P. YrAnzo. Clin. y lab., 1932, xvii, 40. 

Abnormal fragility of bones in the late stages of syphilis. 
KuNnTzEN. Monatsschr. f. Unfallheilk., 1932, xxxix, 


302. 


Sc 


1932, Xil, 
Tidskr., 


thyroid glands. 


p. 


Fungus infection of bone and joint. M. KEATING. 
uth. M. J., 1932, xxv, 1072. 
Bone tumors. E. W. RYERSON. 
Li. 

Primary bone tumor. 
1932, P. 353- 
Osteitis fibrosa generalisata and tumors of the para- 
ROsSENBACH. Zentralbl. f. Chir., 


Surg. Clin. North Am., 


H. BercsrrRanp. Nord. med. 


1932, 
1995. 





170 

The value of biopsy for bone tumors. F. J. LANG. 
Zentralbl. f. Chir., 1932, p. 1618. 

Malignant giant-cell tumor of bone. FE. S. J. 
Brit. J. Surg., 1932, xx, 260. 

Hamophiliac arthropathies. J 
1932, XVil, 290 

\rthritis. F. E 
1932, XXV, 423. 

Chronic arthritis 
XCIX, 1450. 

Chronic arthritis. S. Mozata. Clin. y lab., 1932, xvii, 
300 

The peripheral vascular system in chronic arthritis. 
I. M. Bick. Am. J. Surg., 1932, xviii, 71. 

Chemotherapy of gonococcal arthritis. E. peG. Garcia. 
Clin. y lab., 1932, xvii, 293. 

Reactions and results obtained from specific vaccine 
therapy in chronic infectious arthritis. E. GOLDFAIN. 
J. Oklahoma State M. Ass., 1932, xxv, 411. 

Arthritis deformans and chronic joint diseases. H. BuRK 
HARDT. 1932: Stuttgart, Enke. 

Disability and arthritis deformans following sport in- 
juries. F. Strauss. Arch. f. orthop. Chir., 1932, xxxi, 403. 

Clinical and pathological contribution on osteochon- 
dromatosis on the joint capsule. O. Barto. Chir. d. 
organi di movimento, 1932, xvii, 260. 

The symptomatology of chondromatosis of the joint 
capsules. K. Prozinsky. Deutsche Ztschr. f. Chir., 1932, 
CCXXXVI1, 701. 

Muscular and vascular variations. G. SANCHEZ. Clin. y 
lab., 1932, xvii, 240. 

Tendinitis ossificans traumatica. H. L. 
J. Bone & Joint Surg., 1932, xiv, 95 

Rheumaticosis. H. C. Granam. 
Ass., 1932, XXV, 427. 

Rheumatism in Aragon. 
xvii, 283. 

Tonsillectomy for rheumatism. J. D. 
lab., 1932, Xvii, 107. 

Tonsillectomy in acute polyarticular rheumatism. J. 
Dvuerto. Clin. y lab., 1932, xvii, 2098. 

The anatomical localization of shoulder pain. A. Szvu- 
BINSKI. Zentralbl. f. Chir., 1932, p. 1638. 

Congenital elevation of the scapula and paralysis of the 
serratus magnus muscle. A. WHiTMAn. J. Am. M. Ass., 
1932, XCIX, 1332. 

The anatomical localization of incorrectly called chronic 
subacromial bursitis of Duplay, and its treatment. The 
anatomical localization of weight pains in the knee and 
their treatment. A. MUELLER. Zentralbl. f. Chir., 1932, 
p. 1510. 

Benign cystic tumor of the upper extremity of the 
humerus and recurrent fracture. Merz. Lyon chir., 1932, 
XXix, 598. 

Injuries to the vertebral column. H. SwEeANeEy. South. 
M. J., 1932, xxv, 1079. 

Non-specific, chronic diseases of the vertebra. H. BuRCK- 
HARDT. 1932: Stuttgart, Enke. 

The pathology of the intervertebral disks. G. ScHMORL. 
Klin. Wchnschr., 1932, ii, 1360. 

The question of scoliosis. D. 
Kinderaerztl. Prax., 1932, iii, 109. 

Rachitic S. Vas. Ztschr. f. 
1932, lvii, 120. 

Spondylolisthesis. M. A. 
1932, xl, 1400. 

Is there a traumatic spondylolisthesis? MEYER-BuRG- 
porFF. Arch. f. orthop. Chir., 1932, xxxi, 486. 

The problem of measuring deformities of the vertebra. 
J. Moser. 1932: Leipzig, Dissertation. 


KING. 
NoGuera. Clin. y lab., 


Ditt. J. Oklahoma State M. Ass., 


R. BuRBANK. J. Am. M. Ass., 1932, 


BRUMBAUGH. 


Oklahoma State M. 


3- 
J. 


R. Royo. Clin. y lab., 1932, 


SERON. Clin. y 


NEUMANN-NEURODE. 
orthop. Chir., 


scoliosis 


\zeMA. Presse méd., Par., 


INTERNATIONAL ABSTRACT OF SURGERY 


Luetic spondylitis. A. PricHorKo and K. \J 
Ortop. i travmat., 1931, Vv, 12. 133 
Luetic spondylitis. V. TicheNnov. Ortop wmat 
1931, V, 44. 133 

Healthy and diseased vertebriv, with particu! 
to the intervertebral fibrocartilages. G. Scumor; 
Bl., 1932, Xxx, 181. 

Vertebral osteochondritis. J. 1. MircHeE.i 
1932, XXV, 544. 

Vertebral arthritis. W. J. Moore and D. k 
J. & Rec., 1932, Cxxxvi, 272, 320. 

Arthritis of the spine, with reference to ind 
dents. A. J. WEBER. Wisconsin M. J., 1932, x 

Spondylarthritis ankylopoetica. A. Fiscu 
Vontz. Mitt. a. d. Grenzgeb. d. Med. u. Chi 
580. 

Rupture of the intercostal muscles. W. H 
f. klin. Chir., 1932, clxxi, 421. 

The paraglenoid sulci of the ilium and 
GirAupt. Radiol. med., 1932, xix, 1079. 

Perthes’ disease and injury. A. BorcHArD 
f. Unfallheilk., 1932, xxxix, 317. 

A new method for roentgenographic exam 
upper end of the femur. C. R. JOHNson. J 
Surg., 1932, xiv, 859. 

Diseases of the base of the patella produces by chroni 
or acute trauma. S. A. Broretpr. Act 1c. med 
Fennice Duodecim, 1932, xiv, 4. 1134 

Why operative treatment for internal injur the knee 
J. Evsner. Ztschr. f. orthop. Chir., 1932, lvi 

Multiple partitioning of the patella. b Pasouw 
Chir. d. organi di movimento, 1932, xvii, 30 

Legal aspects of internal derangement the kne 
A. BorcHarp. Monatsschr. f. Unfallheilk , XXNiN 
320. 

Genu valgum. K. BRAGARD. 1932: Stutt; 

A case of genu impressum. V. Romani: 
Rome, 1932, Xxxix, sez. prat. 1502. 

A contribution to the study of deformins 
the tibia with genu valgum. V. MAse-ti. ( 
di movimento, 1932, xvii, 267. 

Osteoid sarcoma of the head of the fibula. ‘ 
chir., 1932, xxix, 620. 

A foot plate for leg splint. 
Joint Surg., 1932, xiv, 965. 

A sandal for the prevention of foot-drop for use wit 
traction-suspension apparatus. C. J. Kr! J. Boned 
Joint Surg., 1932, xiv, 969. 

Subcutaneous rupture of both tendons o! 
HERNANDEZ. Semana méd., 1932, XXxix, 

Congenital fusion of the bones of the foo 
of a case of congenital astragaloscaphoic mn 
Lapipus. J. Bone & Joint Surg., 1932, xiv 

Koehler’s disease of the metatarsop 
J. Wotszczan and A. Barutk. Chir. Na: 

v, 05. 

Exostosis on the dorsal surface of th metatars 
cuneiform joint. K. Bennet and H. H son, Act 
orthop. scand., 1932, ii, 253. 


ISKVIN 


ferent 


HCNCESh 


1133 
Med 


in of th 


& Joint 


Ienke 


Policlin 


iphysitis 


d orgal 


T. WHEELI J. Bone & 


th a report 
PW 


Surgery of the Bones, Joints, \:uscles, 


Tendons, Etc. 

The closed treatment of fibrous disea the joint 
Hackensrocu. Zentralbl. f. Chir., 1932 2 

Operations upon joints in elderly pa 
MANN. Zentralbl. f. Chir., 1931, pp. 2395 

The rdle of synovectomy in chronic 
liferative) arthritis. C. F. PAINTER 
Surg., 1932, Xiv, 795. 





ysitis 0! 
|. orgal 








hroni 
med 
{134 
> knee 


SOUALI 
» knee 
_ XXXIN 


nke 


oliclin 





Muscle grafts and transplants. M. DatNe.u. Ann. ital. 
dichir., 1932, xi, 817. [135] 

The process of tendon repair; an experimental study of 
tendon suture and tendon graft. M. L. Mason and C. G. 
SHEAI Arch. Surg., 1932, XXV, 615. [135] 

The treatment of congenital muscular torticollis at the 
University Orthopedic Clinic at Bordeaux. H. L. Rocuer. 
Bordeaux chir., 1932, No. 4, 424. 

Bone transplantation for Potts’ disease; fifty surgically 
treated cases. E. SAFTA. Rev. stiint. med., 1932, xxi, 682. 

Arthrodesis for hip-joint diseases. V. CLimescu and 
A. Ianas. Rev. Chir., 1932, Xxxv, 153. 

Arthrodesis of the hip for developing coxalgia. FRUCHAUD. 
Lvon chir., 1932, XXIX, 633. 

“The treatment of tuberculous arthritis of the hip. 
F. Garcia. Clin. y lab., 1932, xvii, 148. 

Extracapsular arthrodesis of the hip. A. WojcincHow- 
ski. Chir. Narz. Ruchu, 1931, iv, 595. 

Reconstruction-arthroplasty operation for the hip. 
S. KLEINBERG. Am. J. Surg., 1932, xviii, 64. 

Plastic repair of the acetabulum. W. Deca. 
Narz. Ruchu, 1931, iv, 533. 

The success of operative treatment for meniscal injuries. 
K. KonLer. 1932: Erlangen, Dissertation. 

Wedge resection of flexion contracture at the knee. 
J. Civex. Cas. lék. €esk., 1932, p. 811. 

" Internal arthrotomy of the knee joint for chronic and 
recurring effusion. A. LAEWEN. Beitr. z. klin. Chir., 1932, 
clv, 161. 

Hoffa's disease. The report of two cases. D. DEL VALLE 
and §, S\PANOWSKY. Semana méd., 1932, xxxix, 379. [136] 

Rotation of the ankle joint through an axis of 180 
degrees to replace the knee joint. HACKENBROCH. Zentralbl. 
f, Chir., 1932, p. 1531. 

A technique for the operative correction of bow legs. 
C.W. Peasopy. J. Bone & Joint Surg., 1932, xiv, 822. 

The treatment of congenital club-feet; the results in 200 
cases. J. H. Kite. J. Am. M. Ass., 1932, xcix, 1156. 

New viewpoints concerning the reduction of congenital 
club-foot, and conclusions regarding the etiology of this 
condition. W. Wisprun. Arch. f. orthop. Chir., 1932, 
XXXi, 451. 

Arthrodesis of the talocalcaneal joint for the treatment 
of flat-foot in arthritis deformans. M. LANGE. Ztschr. f. 
orthop. Chir., 1932, lvii, 106. 

Astragalectomy. J. ZAREMBA. 
1932, V, 312. 

Which of the countless operative methods of treatment 


f hallux valgus shall we use? J. Hass. Zentralbl. f. 
Chir., 1932, p. 1561. 


Chir. 


Chir. Narz. Ruchu, 


Fractures and Dislocations 

A bone drill. H. EpELMANN. Zentralbl. f. Chir., 1932, 
Pp. 940. 

Motorcycle accidents. A. BONOLA. 
movimento, 1932, xvii, 281. 

The gravitation reaction in fractures. T. 
Hygiea, Stockholm, 1932, XCiV, 433. 

Pulmonary embolism following simple fracture. F. G. 
Baten, Jk. New England J. Med., 1932, ccvii, 660. 
Delayed tetanus after open fracture. K. SPEED. Surg. 
Ulin. North Am., 1932, xii, 1173. 
_ Local anesthesia in the reduction of fractures and dis- 
oations. Wittcurts. Illinois M. J., 1932, Ixii, 350. 

The technique in treatment of fractures. L. BOEHLER. 
1932: Vienna, Maudrich. 

I l¢ treatment of fractures in the light of their ischemic 
‘omplications. GR. Grrptestone. J. Bone & Joint 


By 1Q32 


Chir. d. organi di 


OLOVSON. 


Mur 
] 


KIV, 755. 





BIBLIOGRAPHY OF CURRENT 





LITERATURE 





171 


The treatment of open fractures. H. Levitroux. Chir. 

Narz. Ruchu, 1932, v, 31. 

Fracture extension systems; common errors in their 
erection. C. GALE. Australian & New Zealand J. Surg., 
1932, li, 172. 

Skeletal traction by means of a wire. A. PELLEGRINI. 
Chir. d. organi di movimento, 1932, xvii, 315. 

Recurrent dislocation of the shoulder. Paret. Lyon 
chir., 1932, xxix, 610. 

Recurrent dislocation of the shoulder. R. GREGOIRE. 
Bol. inst. de clin. quir., 1931, vii, 480. 

Old posterior dislocation of the shoulder with complete 
disability; reduction by author’s posterior shoulder in- 
cision; technique of applying shoulder spica. G. L. 
McWuorter. Surg. Clin. North Am., 1932, xii, 1230. 

A contribution on the surgical treatment of sterno 
clavicular dislocations. G. RoroLo. Chir. d. organi di 
movimento, 1932, xvii, 218. 

Supracondylar fracture of the humerus in children. 
F. Kiacres. Deutsche med. Wehnschr., 1932, i, 810. 

Radial exostosis complicating anterior dislocation of the 
elbow. F. CuristopHer. J. Bone & Joint Surg., 1932, 
xiv, 940. 

Open reduction of old dislocations of the elbow. TAvVER 
NIER and Pouzer. Lyon chir., 1932, xxix, 572. 

.Late results of hemiresection and resection for old dis- 
location of the elbow. Nové JosserRAND and Pouzer. 
Lyon chir., 1932, xxix, 610. 

Open reduction of transverse supracondylar fracture of 
the elbow in infants. H. L. Rocuer. 
1932, No. 4, 431. 

Typical fracture of the radius and its treatment. 
O. Wrepuopr. Med. Welt, 1932, p. 983. 

A peculiar type of radius fracture. A. 
Monatsschr. f. Unfallheilk., 1932, xxxix, 319. 

Fracture of the carpal navicular bones. IF. KRAJEWSKI. 
Chir. Narz. Ruchu, 1932, v, 45. 

The treatment of poorly-healed navicular fractures of 
the wrist. O. KapeL. Hosp.-Tid., 1932, p. 954. 

Incorrect diagnosis of vertebral fracture. M. LANGE. 
Muenchen. med. Wchnschr., 1932, ii, 1076. 

A clinicostatistical study of 199 cases of fracture of the 
spine. G. FALpini and A. M. GIANNELLI. Chir. d. organi 
di movimento, 1932, xvii, 240. | 136] 

Studies of the etiology of congenital dislocation of the 
hip. W. Deca. Chir. Narz. Ruchu, 1932, v, 161. 

A clinicostatistical study of cases of congenital dis 
location of the hip seen at the Rizzoli Orthopedic Institute 
in the period from 1899 to 1931. O. Scacuirrri1. Chir. d. 
organi di movimento, 1932, xvii, 225. {137| 

Congenital dislocation of the hip; the treatment and 
results in cases unsuitable for bloodless or open reduction. 
E. LeCocg. J. Bone & Joint Surg., 1932, xiv, 943. 

Paralytic dislocation at the hip in poliomyelitis. E. R. 
EvzinGA and J. A. Key. J. Bone & Joint Surg., 1932, xiv, 
867. 

Dislocation of the hip with fracture of the border of the 
acetabulum. PATEL and VERGNORY. 
Xxix, 586. 

Statistics regarding the results of the treatment of 
congenital preluxation of the hip by the method of ab- 
duction, and some considerations on prenatal dislocations. 
V. Purti. Chir. d. organi di movimento, 1932, xvii, 200. 

{138} 

A new method of determining the presence of the 
upward displacement of the great trochanter. N. H. 
RACHLIN. J. Bone & Joint Surg., 1932, xiv, 882. 


Bordeaux chir., 


BORCHARD. 


Lyon chir., 1932, 


Deformities of the head of the femur and acetabulum 
similar to those occurring in Perthes’ disease (osteo 
chondritis coxae juvenilis) as a sequelie of closed correction 





INTERNATIONAL 


172 
of congenital dislocation of the hip. A. WILDIKANN. 
1932: Jena, Dissertation. 

The functional development of a 
treatment. Supprack. Ztschr. f. orthop. 
Ivil, 50. 

The primary treatment of compound fractures of the 
lower limb. G. Bett. Med. J. Australia, 1932, ii, 5or. 
Pseudarthrosis of the neck of the femur. PATEL. 

chir., 1932, Xxix, 570. 

Fracture of the femur in children. C. F. ErkENBARY and 
J. F. LeCocg. J. Bone & Joint Surg., 1932, xiv, 801. 

Iractures in and about the neck of the femur. W. C. 
CAMPBELL. Minnesota Med., 1932, xv, 654. 

Fractures of the neck of the femur. M. 
Chir. Narz. Ruchu, 1931, iv, 435. 

Fracture of the neck of the femur. An anatomical 
study. A. Gruca. Chir. Narz. Ruchu, 1931, iv, 403. 

Fracture of the neck of the femur in the Posen City 
Hospital. F. Raszeya. Chir. Narz. Ruchu, 1931, iv, 491. 

Histopathological changes in the proximal fragment in 
fracture of the neck of the femur. F. Raszrja and K. 
SroyjALowski. Chir. Narz. Ruchu, 1931, iv, 477. 

The treatment of fractures of the neck of the femur. 
R. Lozano. Clin. y lab., 1932, xvii, 159. 

The treatment of fracture of the neck of the femur. 
A. Gruca. Chir. Narz. Ruchu, 1931, iv, 500. 

The surgical treatment of fracture of the neck of the 
femur. L. Katina. Chir. Narz. Ruchu, 1931, iv, 499. 

A surgically treated case of fracture of the neck of the 
femur. K. Krssev. Chir. Narz. Ruchu, 1931, iv, 503. 

Fractures of the neck of the femur treated by a fibular 
bone graft. B. a Australian & New Zealand 
J. Surg., 1932, i 

A new st of intracapsular fractures of the neck 
of the femur and Calvé-Legg-Perthes disease. E. 
Bozsan. J. Bone & Joint Surg., 1932, xiv, 884. 

The use of screws in reduction of the neck of the femur. 
A. CHARBONNIER. Rev. méd. de la Suisse Rom., 1932, lii, 
683. 

Traumatic lesions of the knee and their treatment. 
R. Patry. Rev. méd. de la Suisse Rom., 1932, lii, 641. 

Recurrent dislocation of the right patella. K.S. Macky. 
Australian & New Zealand J. Surg., 1932, ii, 203. 

Operative treatment in a case of post-traumatic habitual 
dislocation of the patella. R. Brociio. Chir. d. organi di 
movimento, 1932, XVii, 244. 

The ambulatory treatment of fractures below the knee. 
H. E. Hipps. Texas State J. M., 1932, xxvili, 391. 

The treatment of complicated fractures of the patella. 
F. Crar. Beitr. z. klin. Chir., 1932, clvi, 139. 

Rupture of the crucial ligaments with simultaneous 
meniscal injury. W. Porzett. Zentralbl. f. Chir., 1932, 


p. 


reduced hip under 
Chir., 1932, 


Ly« yn 


GROBELSKI. 


£52: 


1035. 

Tear of the anterior crucial ligament; removal; functional 
result. TrxreR and bE RouGEemMont. Lyon chir., 1932, 
XXiX, 607. 


SURGERY OF THE 


Blood Vessels 
Congenital arteriovenous communication. F. G. 
LINDEMULDER. Am. J. Roentgenol., 1932, xxviii, 481. 
The vulnerability of the lability of the capillaries in 
hemophilia. W. Mater. 1931: Tuebingen, Dissertation. 
A case of acute panvascularitis of the lower extremity 
with disturbance of calcium metabolism. A. BrEcHOT and 
J. Percora. Presse méd., Par., 1932, xl, 1502. 


ABSTRACT OF 


SURGERY 


The tendo patelle; a roentgen consideration o 
P.O. SNOKE. J. Bone & Joint Surg., 1932, 

The choice of position of the axis of knee 
J. J. Nutr. J. Bone & Joint Surg., 1932, xiv, 

Avulsion of the tibial tubercle. 
Rocers. Ohio State M. J., 1932, 

Spinal fractures of the leg. L. 
méd., Par., 1932, xl, 1470. 

Fracture of the intercondyloid eminence. .\ 
Orvosi hetil., 1932, p. 715. 

The treatment of compound fractures of the | 
J. Horts. Med. J. Australia, 1932, ii, 497. 


XXVili, 722. 


fit 


xiv, 


u 
ay 


L. V. ZARTMAN 


DARFEUILL! 


( 


The treatment of fracture of the lower third | 


H. Cetrxowskr. Chir. Narz. Ruchu, 1932, v, 2 
_ Shortening of the fibula following fracture. 
Cas. lék. Cesk., 1932, p. 791. 

Leg lengthening with a new stabilizing appa 
HasousH and H. FINKELSTEIN. J. Bone & J] 
1932, xiv, 807. 

The breaking strength of healing fractur: 
rats. IV. Observations on a high carbohy 
R. M. McKeown, M. K. Linopsay, S. C. H 
R. W. LumspeEn. Arch. Surg., 1932, xxv, 722 

Fractures of the ankle. M. S. HENDERSON 
M. J., 1932, xxxi, 684. 

The treatment of marked laterally displac: 
fractures. MAtrHaArs. Chirurg, 1932, iv, 

Open operation for fracture of the astragalu 
placement; good result two years later. G. L. M 
Surg. Clin. North Am., 1932, xii, 1233. 


505 


Orthopedics in General 


Cerebral birth injuries; their orthopedic 
and subsequent treatment. W. M. PHELPs 
Joint Surg., 1932, xiv, 773. 

Low back injuries, with particular referenc: 
played by congenital abnormalities. F. | 
J. Oklahoma State M. Ass., 1932, XXv, 415. 

Lumbar and sacral pain and their relatio 
insurance. S. A. Broretpt. Acta Soc. n 
Duodecim, 1932, xiv, No. 5. 

The pneumographic method of recordin; 
Scuwartz and A. L. Heatu. J. Bone & Join 
xiv, 783. 

Amputations and prostheses. EK. Barz. 
1932, XVii, 198. 

The angle of gait; a study based upon exam 
feet of central African natives. D. J. Mo: 
& Joint Surg., 1932, xiv, 741. 

Connective tissue weakness and adipo 
amputation. VON Lorentz. Monatsschr 
1932, XXXiX, 364. 

The surgeon’s responsibility in the read) 
injured to work. G. C. PENBERTHY. J. Am 
XCIX, 1213. 


BLOOD AND LYMPH SYSTEMS 


Raynaud’s disease. E. V. ALLEN and 
J. Am. M. Ass., 1932, xcix, 1472 

Raynaud’s disease cured by injectio 
SézaRY and Horowitz. Bull. et mém. 5 
de Par., 1932, xlviii, 1263. 

Raynaud’s disease, thrombo-angiitis 
scleroderma; the selection of cases for, an 
sympathetic ganglionectomy and trunk | 
Mayo. Ann. Surg., 1932, xcvi, 771- 


7 ‘ 


sification 
J. Bone & 


to the part 


DICKSON 


to healt 
Fenn 


ition of th 


doy 
901 








ificatior 
Bone & 


the part 


YICKSON 


ion of the 
J Bon 


OUOWME 


fallheilk 


ent of t 
\ss., 1032 


BIBLIOGRAPHY OF CURRENT LITERATURE 


The pathological anatomy of thrombo-angiitis obliterans 
in juvenile gangrene of the extremities. E. JAEGER. Arch. 
| \nat., 1932, cclxxxiv, 526, 584. [140] 

Thrombophlebitis migrans, with notes of a case. A. B. 
Waker. Lancet, 1932, CCxxiii, 936. 

Thrombophlebitis migrans. N. Kietz. Lancet, 1932, 
cCxxill, 38. 

\rterial resection for embolus. R. GREGOIRE. 
inst. de clin. quir., 1931, vii, 487. 

The general care of peripheral vascular diseases. M. R. 
Rerp. Ann. Surg., 1932, XCvi, 733. [140] 

The differentiation of spastic from organic peripheral 
vascular occlusion by the skin-temperature response to 
high environmental temperature. F. A. COLLER and W. G. 
Mappock. Ann. Surg., 1932, xcvi, 719. 

The quantitative determination of vasoconstrictor 
spasm as a basis for therapy in peripheral arterial diseases. 
|. J. Morton and W. J. M. Scorr. Ann. Surg., 1932, xcvi, 


path 


i 


Bol. 


Blood vessel ligation technique. S. I. Werner. Am. J. 
Surg., 1932, XVill, 123. 

The surgical treatment of certain vascular disorders by 
sympathectomy. D. E. RoBertson. Ann. Surg., 1932, 
xcvl, 707. 

The role of sympathetic nerve surgery in vascular disor- 
ders of the extremities. F. JetsMa and R. G. SpurLine. 
\m. J. Surg., 1932, xviii, 76. 

Subcutaneous rupture of the popliteal artery. C. P. G. 
Waketey and W. O. Rem. Lancet, 1932, ccxxili, 829. 

[140] 

Two, cases of traumatic aneurism. G. O. Tippett. 
Brit. M. J., 1932, ii, 711. 

Aneurism of the innominate artery. 
\nn, Surg., 1932, xcvi, 666. 

Subclavian aneurism. E. Exrot, Jr. Ann. Surg., 1932, 
xcvi, 670. 


A. SCHWYZER. 


SURGICAL 


Operative Surgery and Technique; 
Postoperative Treatment 
Mercurochrome and iodine as disinfectants of skin. 
J. W. Santi, Jr. J. Urol., 1932, xxviii, 485. 
Pre-operative and postoperative vaccination.  B. 
DespLas and A. D. Roncuise. Presse méd., Par., 1932, 
| [142] 


Vienna, 


Xl, 259. 

Cosmetic operations.  E. 
Springer. 

Transplantation of active epithelium. K. W. Koun. 
Zentralbl. f. Chir., 1932, p. 1748. 

Variations of the leucocyte count during surgical 
procedures. E. THORESEN. Norsk. Mag. f. Laegevidensk., 

32, XCili, 517 

Continuous intravenous therapy. H. M. Witson and 
).C. Motter. Australian & New Zealand J. Surg., 1932, 

194. 

, How to avoid large operative scars. L. MoszkowIcz. 

Wien. klin. Wehnschr., 1932, ii, 1045. 

The treatment of scars and keloids. R. O. Stern. Wien. 
‘lin, Wehnschr., 1932, ii, 996. 

Rupture of laparotomy wounds with eventration or 
‘xposure of the viscera. A report based on 723 cases. S. 
OKOLOV, Ergebn. d. Chir., 1932, XXV, 306. 

_ The treatment of postoperative pain without opiates. 

) Keser. Zentralbl. f. Chir., 1932, p. 1921. 

. the function of the platelets in postoperative phlebitis. 
\. GREGOIRE. @Bol. inst. de clin. quir., 1931, vii, 484. 


EITNER. 1932: 


Arteriovenous aneurism; Gaucher’s disease. W. J. 
Ports. Surg. Clin. North Am., 1932, xii, 1303. 

Arteriovenous aneurism of the thigh. GoyANes. 
Soc. de cirug. de Madrid, 1932, i, 300. 

Arteriovenous aneurism and its effect upon the heart 
R. GREGOIRE. Bol. inst. de clin. quir., 1931, vii, 482. 

Problems in the treatment of varicose veins. G. 
Takats. Am. J. Surg., 1932, xviii, 26. 

The technique of injection treatment for varices. H. 
KRASKE. Muenchen. med. Wchnschr., 1932, ii, 1158. 

The intravenous injection of sclerosing substances. 
A. OcHSNER and FE. Garsipe. Ann. Surg., 1932, xcvi, 
ogl. 

The treatment of varices with electrocoagulation. G. 
Nost and M. Wotr. Wien. med. Wehnschr., 1932, ii, 960. 

The treatment of chronic ulcer of the leg. I. Bucy. 
Orvosi hetil., 1932, p. 558. 

The azygos venous sytem in its relation to sepsis. FE. 
BEER. Ann. Surg., 1932, xcvi, 687. 


Actas 


Dr 


Blood; Transfusion 


Present-day knowledge of blood-cell formation and 
pathology. H. Downey. J. Iowa State M. Soc., 1932, 
Xxli, 477. 

The surgical treatment of blood diseases. 
and SANnty. J. de chir., 1932, xl, 526. 

Blood transfusion. A. P. HetNeck. Illinois M. J., 
Ixii, 340. 

Ten years’ experience in blood transfusion. O. Hocue. 
Wien. med. Wchnschr., 1932, ii, 941, 971. 

Further experiences with the athrombit transfusion 
apparatus. HANr-DRreESSLER. Deutsche med. Wehnschr., 
1932, ii, 1054. 

Transfusion of blood by the Jubé syringe. D. 
Australian & New Zealand J. Surg., 1932, ii, 198. 


GREGOIRE 


1932, 


Ross. 


TECHNIQUE 


Postoperative thrombosis and embolism. L. Borsos. 
Orvosi hetil., 1932, p. 699. 

Thrombotic embolism. P. Neupa. Wien. klin. Wehnschr., 
1932, li, 947. 

A new treatment for thrombosis. B. Stuser and K. 
LANG. Deutsche med. Wchnschr., 1932, i, 885. 

The surgical treatment of postoperative saphenous 
thrombophlebitis. H. B. Stone. Ann. Surg., 1932, xcvi, 
683. 

The Trendelenburg operation for pulmonary embolism. 
A report on the known cases and eight new ones. G. 
EICHELTER. Chirurg, 1932, iv, 200. [142] 

Collapse of the lung following suprapubic cystotomy. 
R. H. Hersst and L. C. GAtewoop. Surg. Clin. North 
Am., 1932, Xii, 1215. 

The prophylaxis and treatment of postoperative 
bronchopulmonary complications. C. Leo. Ann. ital. di 
chir., 1932, xi, 909. 

Latent postoperative icterus. G. T. Rao. Riv. ital. di 
ginec., 1932, xiv, 215. 

Newer studies on postoperative leukemia. MADINAVEITIA, 
AvIAL, and Miticua. Actas Soc. de cirug. de Madrid, 
1932, i, 409. 


Antiseptic Surgery; Treatment of Wounds 
and Infections 


After-care of the injured. W. L. Estes, Jr. J. Am. M. 


Ass., 1932, XCix, 1222. 





174 


The chemical treatment of wounds and the production 
of constitutional changes in the tissues by the general 
practitioner. F. Scuureck. Deutsche med. Wchnschr., 
1932, li, 1280. 

Simulation in industrial injuries. E.S. LA Rosa. Clin. 
y lab., 1932, xvii, 28. 

Two curious cases of foreign body. F. GARcIA BRAGADO. 
Clin. y lab., 1932, xvii, 153. 

Electrical shock. H. E. Fisuer. Illinois M. J., 1932, lxii, 
322. [143] 

Tannic acid to control alarming hemorrhage. J. C. 
FLEMING and J. M. FLeminc. J. Indiana State M. Ass., 
1932, XXV, 451. 

The hydrogen-ion concentration value of tannic-acid 
solutions used in the treatment of burns. S. J. SEEGER. 
Surg., Gynec. & Obst., 1932, lv, 45s. {144 

The treatment of burns in out-patients with reinforced 
tannic-acid dressings. J. H. Hunt and P. G. Scorrt. 
Lancet, 1932, CCXxiii, 774. 

Dangers and unforeseen complications in the treatment 
of burns. A. Firatov. Chirurg, 1932, iv, 568. 

Oxidation of the electrode as the cause of severe burns 
in surgical diathermy. H. Ruentscu. Zentralbl. f. Chir., 
1932, p. 1500. 

Lesions following wounds with indelible pencil. B. 
PEREZ. Bol. inst. de clin. quir., 1931, vii, 435. 

A fever-thermometer injury to the hand. W. THOMSEN. 
Zentralbl. f. Chir., 1932, p. 1915. 

Gangrenous injury due to phosphorus. F. ZERNIK and 
THUERAUF. Ztschr. f. exper. Med., 1932, Ixxxii, 647. 
Experiences with panaritium. S. A. BRoFELpT. 

Soc. med. Fennicae Duodecim, 1932, xiv, No. 3. 

Recurrent boils. R. HALLAM. Brit. M. J., 1932, ii, 670. 

Allergy and infection. I. S. KAHN and B. F. Strout. 
J. Am. M. Ass., 1932, xcix, 1494. 

Can trauma make a latent infection manifest? J. 
SCHNITZLER. Wien. klin. Wchnschr., 1932, i, 658. 

Kopt tetanus. R. L. T. Grant. Med. J. Australia, 
1932, li, 

The 


Acta 


512. 
presence of tetanus bacillus and subcutaneous 
abscess. R. Parma. Arch. ital. di chir., 1932, xxxii, 388. 

The treatment of traumatic tetanus. C. O. BATEs. 
Am. J. Surg., 1932, xviii, 58. 

Two clinically observed cases of severe tetanus cured 
with large doses of antitoxin and avertin an:esthesia. 
C. Gossets. Med. Welt, 1932, p. 1208. 

Avertin and the specific treatment of tetanus. EF. 
SEIFERT. Beitr. z. klin. Chir., 1932, clvi, 1. 

Avertin treatment of tetanus. B. STEINIGER. 
Munich i. W., Dissertation. 

The symptomatic treatment of tetanus with avertin. 
I. Drost and A. BuzeLLo. Beitr. z. klin. Chir., 1932, 
clv, 311 

The treatment of erysipelas by 
jection of trypaflavine. A. Levison. 
1142. 

The curative effect of erysipelas upon tumer. H. 
STRANDGAARD. Jiitlind. med. Ges., 1932, p. 49. Hosp.- 
Tid., 1932 

The frequency of echinococcosis in man, in Hungary. 
F. Loerincz and G. Boproci. Orvosi hetil., 1932, p. 711. 

The treatment of echinococcus cyst. F. Dévé. Clin. 
y lab., 1932, xvii, 55. 

An early diagnosis of anthrax infection. A. J. CUNNING- 
HAM. Med. J. Australia, 1932, ii, 453. 

The occurrence of gas gangrene and 
bacilli in Berlin. Experimental studies. 
Zentralbl. f. Chir., 1932, p. 2003. 

Tularemia from the ingestion of insufficiently cooked 
rabbit. M. Crawrorp. J. Am. M. Ass., 1932, xcix, 1497. 


1931: 


the intravenous in- 
Med. Klin., 1932, ii, 


gas-gangrene 
GERLACH. 


INTERNATIONAL ABSTRACT OF SURGERY 


Madura foot in the United States. 
W.L. Howe cv. South. M. J., 1932, xxv, 1022. 

Blastomycosis. F. W. SHAw and B. W. 
Virginia M. Month., 1932, lix, 410. 

The bacteriophage method of treatment of 
wounds. F. H. ALBEE. 
XXXVIi, 221. 

Abscesses of bone origin. S. VACCHELLI. Chi 
di movimento, 1932, xvii, 247. 

Abscess of the foot with extension into thx 
LaGrot and L. COHEN-SOLAL. Presse méd., Par 
1432. 

Anesthesia 


The treatment of pain in minor surgery. 
Zentralbl. f. Chir., 1932, p. 1794. 


Modern theories of anesthesia and recent con! 


on surgical anesthesia. H. HANpovsky. P: 
Par., 1932, xl, 1440. 

The requirements of an anesthesia servi 
Waters. Anes. & Anal., 1932, xi, 219. 

Progress in anesthesia in 1931. R. F. 
England J. Med., 1932, ccvii, 620. 

A survey of the anesthesias given in 550 brai: 
in the years 1921 to 1930 inclusive. D. S. Wo 
& Anal., 1932, xi, 201. 

The care of the lungs in anesthesia. H. \\ 
STONE. Brit. M. J., 1932, ii, 628. 

The effects of anwsthetics on the liver. \\ 
Brit. M. J., 1932, ii, 706. 

Changes in the blood-sugar picture during a 
operations with ether anesthesia. KE. THors 
Mag. f. Legevidensk., 1932, xciii, 499. 

Experiences with nitrous oxide anesthesia. h 
Svenska Likartidningen, 1932, xxix, 657. 

Helping the surgeon to operate under nit! 
oxygen anesthesia. E. A. TyLer. Anes. & Ana 
230. 

Practical and 
chloride anesthesia. E. 
1932, p. 1802. 

The determination of traces of carbon | 
ethylene. H. S. Booru and M. B. Campni 
Anal., 1932, xi, 233. 

Further experiences with 
anesthesia. H. R. GRIFFITH. 
200. 

Premedication with the barbiturates 
Med. J. Australia, 1932, ii, 437. 

Pernocton as a hypnotic in surgery. W. ! 
chen. med. Wcehnschr., 1932, ii, 13106. 

Avertin anesthesia; a study of 114 cases. 1) 
Indian M. Gaz., 1932, Ixvii, 548. 

Avertin as a basal anvsthesia. 
de cirug. de Madrid, 1932, i, 375. 

Avertin anesthesia in ear, nose, and t] 
H. E. Keety. Mil. Surgeon, 1932, Ixxi, 31> 

Studies on a new anesthetic which | 
intraperitoneally and intravenously. V.5\% 
and R. Diaz Sarasota. Beitr. z. klin. Chi 
515. 

Modern spinal anesthesia. E. 
med. Tidskr., 1932, p. 369. 

Spinal an:esthesia induced with percain 

Enescu, and Frrica. Zentralbl. f. Chir., 

Spinal anesthesia with percain. H. P. I 
gow M. J., 1932, cxvili, 225. 

Spinal anesthesia with light solutions; 
pantocain. H. KiLiiAn. Deutsche Ztscht 
CCXXXVi, 704. 


SHE! 


considerations 


Zentra | 


theoretical 
ROTTHAUS. 


endotrachea! 


Anes. & Ania 


R. pE Mat 


BERGE? 


California & West. Mi 


P. BriInp 


( rations 


\nes 
\THE! 
BOURNI 


slowing 


Norsk 
OSTLING 


5 oxide 





BIBLIOGRAPHY OF CURRENT 


pantospinocain; a definite improvement of 
sthesia. H. HILLEBRAND. Beitr. z. klin. Chir., 


Viscoti 

mbar a 
5. 

ries to the spinal cord following spinal anies- 

their prevention. J. MICHELSEN. Muenchen. 

schr., 1932, li, 1148. 


spinal anesthesia induced with novocain. CHRISTIDE, 
Gricoresct, and GAvEr. Rev. de chir., Bucharest, 1932, 
AXxV, 302 : . : 
Experime! tal studies on subarachnoid anesthesia. I. 
Paralysis of vital medullary centers. F. W. Corur and 
s Spanpikp. Surg., Gynec. & Obst., 1932, lv, 290. [145] 


PHYSICOCHEMICAL METHODS 


Roentgenology 


\ new fracture, X-ray, and orthopedic table. G. W. 
Haiwiey. Am. J. Surg., 1932, xviii, 19. 

\ multiple film cassette with a grating localizer. W. W. 
Fay and W. T. Hitz. Am. J. Surg., 1932, xviii, 124. 

\ new high-tension voltmeter for the direct measure- 
ment of tube voltage during diagnosis and therapy. 
kW. MvetLer. Brit. J. Radiol., 1932, v, 780. 

First results of capillariscopic, capillarigraphic and 
tonometric researches on the action of radiations of various 
wavelengths. A. SALoTTI. Radiol. med., 1932, xix, 1100.[146] 

Lesions due to X-rays and radium; case reports. A. 
s\wrord D’Emipio. Radiol. med., 1932, xix, 1094. 

lhe spectrophotometric analysis of the color of the skin 
LING lowing irradiation by roentgen rays. M. Harris, E. T. 

Leppy, and C. SHEARD. Radiology, 1932, xix, 233. 
xi The differential diagnosis of organic heart disease by 
32, Xl, the roentgen ray. G. LEVENE and W. D. Retp. . Am. J. 
Roentgenol., 1932, XXViil, 466. 
ethyl Dissecting aneurism of the aorta, with special reference 
Chir ww the roentgenographic features. F. C. Woop, FE. P. 
PenpeRGRASS, and H. W. Ostrum. Am. J. Roentgenol., 
32, XXVili, 437. 
\ note on shadows of fenestrated ribs in roentgenograms. 
H.C. Sweany. Am. J. Roentgenol., 1932, xxviii, 541. 
Roentgen diagnosis of diseases of the stomach, duo- 
num, and gall bladder. An introduction to the reading 
ithe mucosal pictures, directed exposure, and cholecysto- 

U. SpILLeR. 1932: Berlin, de Gruyter & Co. 

1144 The roentgen therapy of the hemorrhagic diseases. 
Muen » BistoLrr. Radiol. med., 1932, xix, 773, 880. [146] 

Radiotherapy for Hodgkin’s disease and lymphosarcoma. 
\.U. Desjarpins. J. Am. M. Ass., 1932, xcix, 1231. [146] 


wing 


‘orsk 


ROWN ails 


LITERATURE 175 


The use of regional anesthesia. D. LAMOoNrT. 
M. J., 1932, Cxvili, 233. 

Death following local anwsthesia with novocain. T 
SEEGER. Arch. f. Ohren-, Nasen-, u. Kehlkopfh., 
CXXXii, 49. 


Glasgow 


1932, 


Surgical Instruments and Apparatus 


Metropolitan hospital sponge-holder. F. M. AL-AKL. 
Am. J. Surg., 1932, xviii, 120. 

The effect of copper and iodine impregnation of infected 
catgut introduced into experimental animals. G. von 
LINDEN. Beitr. z. klin. Chir., 1932, clv, 535. 


IN SURGERY 


Unfiltered roentgen rays for superticial cancers of wide 
and deep involvement. B. P. WipMann. Am. J. Roent 
genol., 1932, xxviii, 526. 

Radiotherapy in the treatment of tuberculous disease of 
the genital organs in a man and woman. V. Popesra. 
Radiol. med., 1932, xix, 1133. 


Radium 


The increase in the fragility of the red blood corpuscles 
after exposure to radium. D. Goutston. Brit. J. Radiol., 
£032,:V; 775. 

On the relationship between beta and gamma radiation 
in the treatment of tumors. J. C. Morrram. Brit. J. 
Radiol., 1932, v, 768. 

The treatment of malignant tumors. Advantages of 
weak, heavily filtered radium needles. C. L. Martin 
J. Am. M. Ass., 1932, xcix, 1587. 


a 


Miscellaneous 


The possibility of determining dosage of ultraviolet 
radiation. V. Tuorsen. Acta radiol., 1932, xiii, 450 

The treatment of inflammatory conditions by radiation 
J. H. D. Wesster. Brit. M. J., 1932, ii, 605. 

Surgery, X-ray, and radium in the treatment of cancer. 
H. K. ScatuirrF. Illinois M. J., 1932, Ixii, 357. 

The evaluation of radiation therapy in advanced cancer 
C. W. Every. Virginia M. Month., 1932, lix, 415 

Manipulative surgery in general practice. A. S 
DELL BANKART. Lancet, 1932, Ccxxlii, 840 

General and special electrosurgery; with a contribution 
by Schuerch on electrosurgery of tumors with irradiation 
H. vON SEEMEN. 1932: Berlin, Springer 


BLUN 


MISCELLANEOUS 


Clinical Entities General Physiological 
Conditions 

,.case of hemimelus. S. SILVERMAN. J. Obst. & Gyniec. 

Srit. Emp., 1932, XXXxix, 591. ; 

‘ongenital defects of the skin and their significance in 
Titles ol the fetus. I. NORDMANN and J. SCHOEDEL. 
rb. f Kind th., 1932, Cxxxvi, 177. . 

_Dysostosis ¢ raniofacialis. M. I. Scuor and J. I. HeInts- 
N Ztschr Kinderh., 1932, liii, 103. 

R engenital stitiness of the fingers. D. G. RocHLiIn and 
* SIMONSON. Fortschr. d. Roentgenstr., 1932, xlvi, 


Traumatic shock. S. O. FReEDLANDER and C. H 

LENHART. Arch. Surg., 1932, Xxv, 603. | 148} 
A foreign body in the brain. S. N. Key and T. D. 

McCruMM_EN. J. Am. M. Ass., 1932, xcix, 1502. 

The vaccine treatment of warts and acuminate con 
dyloma. R. O. Stern. Wien. klin. Wehnschr., 1932, ii, 
1008. 

The alkalosis-uremia syndrome. T. G. Orr and M. J. 
Rumotp. West. J. Surg., Obst. & Gynec., 1932, xl, 560. 

Henoch’s purpura simulating acute appendicitis. EK. T 
Davies. Brit. M. J., 1932, ii, 793. 

Ixperimental studies on fat embolism. IE 
Deutsche Ztschr. f. Chir., 1932, cexxxvi, 693. 


DOMANIG 



























































176 


Angioneurotic cedema; its relation to bacterial hyper- 
sensitivity. S. E. Dorst and E. Hoppuan. J. Lab. & 
Clin. Med., 1932, xviii, 7. 

Essential or symptomatic agranulocytosis. FE. 
LING. Med. Klin., 1932, i, 784. 

Granulopenia and agranulocytic angina. H. Harkins. 
J. Am. M. Ass., 1932, xcix, 1132. [148] 

Agranulocytic angina; the report of a case. A. E. 
Greer. Ann. Int. Med., 1932, vi, 518. 

Agranulocytic angina, with a report of five cases. J. C. 
MacponaLp. J. Oklahoma State M. Ass., 1932, xxv, 437. 

A case of agranulocytic angina, with apparent recovery. 
B. L. Bryant. Arch. Otolaryngol., 1932, xvi, 566. 

The syndrome of granulomatous lymphadenitis with 
fever, leucopenia, myeloid neutropenia, lymphopenia 
and terminal plasmocytosis. P. MERKLEN, R. WalttTz, and 
J. KaBAKER. Presse méd., Par., 1932, xl, 1509. 

Keratodermia of the soles and palms in a patient with 
hypothydroidism; its cure by the administration of thyroid 
extract. J. C. Mussio-Fournter. Bull. et mém. Soc. 
méd. d. hop. de Par., 1932, xlviii, 1236. 

The syndrome of Tibierge-Weissenbach; calcaneous 
concretions in sclerodermia. M. Bascu. Presse méd., 
Par., 1932, xl, 1405. 

Gangrenous phlegmons of the face of dental origin. 
D. Petit-Dutamus, R. Lerpovicr, and A. Latrtés. 
Presse méd., Par., 1932, xl, 1136. [148] 

Surgical treatment of gangrene of the leg in diabetics. 
P. EscupEro and R. R. VILLeGAs. Rev. Sud-Am. de méd. 
et de chir., 1932, iii, 625. 

The preparation of lysate vaccines. A. DEG. ROCASOLANO. 
Clin. y lab., 1932, xvii, 351. 

The principles of combination immunization. H. Sacus. 
Acta Soc. med. Fennice Duodecim, 1932, xv, No. 7. 

The organization of a tumor clinic in a general hospital. 
M. Cutler. Radiology, 1932, xix, 203. 

The frequent occurrence of tumors in three generations. 
M. T. LIANG. 1932: Hamburg, Dissertation. 

Hemangiomata (including telangiectasis and associated 
skin conditions). L. WERTHEIM. 1932: Berlin, Springer. 

Mesenchymoma. W. KLeEtn. J. Med. Soc. New Jersey, 
1932, XXiX, 774. 

The malignant degeneration of benign tumors. J. L. 
Dr Courcy. J. Med., Cincinnati, 1932, xiii, 405. 

The early recognition of malignant tumors. J. L. 
DeCourcy. Internat. J. Med. & Surg., 1932, xlv, 4409. 

Cancer, its development and explanation. A biological 
study. A. W. KuKowKa. 1932: Vienna, Maudrich. 

Can a single injury be responsible for the development 
or aggravation of a sarcoma or carcinoma? R. MILNER. 
Med. Welt, 1932, p. 1051. 

An independent carcinomatous development after an 
interval of nine years. W. A. HausMAN, Jr., and L. C. 
MILtsTEAD. Pennsylvania M. J., 1932, xxxvi, 42. 

Properties of the causative agent of a chicken tumor. 
VI. Action of the associated inhibitor on mouse tumors. 
J. B. Murpny and E. Sturm. J. Exper. M., 1932, lvi, 483. 

Teamwork in combating cancer, from the pathological 
point of view. J. L. Gorortu. Texas State J. M., 1932, 
XXViil, 420. 

Teamwork in combating cancer, from the clinical point 
of view. C. L. Martin. Texas State J. M., 1932, xxviii, 
423. 

Newer studies in the problem of cancer. S. PERPINA and 
S. DE Frutos. Actas Soc. de cirug. de Madrid, 1932, i, 
396. 
The nature of syphilis, cancer, and the so-called lability 
reaction. L. HirszFetp. Acta Soc. med. Fennice Duo- 
decim, 1932, xv, No. 2. 


ScHIL- 





INTERNATIONAL ABSTRACT OF SURGERY 














Is the increase of cancer real or apparent? M. T. \M\cx 


tin. Am. J. Cancer, 1932, xvi, 1193. 149 
The reliability of cancer statistics. H. B. Wo es 
J. Surg., 1932, xviii, 31. 


Carcinoma im situ contrasted with benign penetrati: 


epithelium. A.C. Bropers. J. Am. M. Ass., 109 


1670. 





150) 


Conservatism in surgery. P. ROSENSTEIN and G. \Vor; 
SOHN. Therap. d. Gegenw., 1932, lxxiii, 58. 


The significance of blood findings in surgical ; 


C. A. Hix. J. Iowa State M. Soc., 1932, xxii 


150 


General Bacterial, Protozoan, and Parasitic 


Septiczemia in children. 


Med., 1932, xxix, 406. 


Bacillus proteus septicemia, with recove: 


Infections 


M. M. GINsBurc 


PARYZEK and E. E. Ecker. Am. J. M. Sc., 1 


533- 


Septiceemia and acute meningitis due to the ent 


with origin in the ear. L. JAme and A. Jun: 


mém. Soc. méd. d. hop. de Par., 1932, xlviii, 1 
Bacteriemia following irritation of the foci « 


J. H. Ricwarps. J. Am. M. Ass., 1932, xcix, 14 


Bacteriophage as a therapeutic agent in sta 
bacteriemia. W. J. Mac Neat and F. C. | 
Am. M. Ass., 1932, XCix, I150. 

Generalized actinomycosis with positive | 


C. F. Freep and F. Licuts. 


XXXVI, 25. 


Pennsylvania 


Ductless Glands 


Newer advances in the physiology of the hyp 
their relation to diseases of this gland. 1. 
Klin. Wchnschr., 1932, i, 969. 

The parathyroid glands and blood ca 
Gomez. Actas Soc. de cirug. de Madrid, 1932, 

On the stimulation of new bone formation 
thyroid extract and irradiated ergosterol. H. 5: 
docrinology, 1932, xvi, 547. 

The treatment of the anemia of myxcedema 
and J. H. Means. Endocrinology, 1932, x\ 


The future and significance of surgery of t! 
roids. R. LericHe. Presse méd., Par., 1932, x! 


Experimentally induced descent of the test 
cacus monkey by hormones from the anterior 
pregnancy urine. E. T. ENGLE. Endocrinol 


513. 


I 
lu 





1th para- 


YE. En- 


LERMAN 


2 


e parathy- 


151 


in the ma- 


tuitary and 


)32, XVI 


Surgical Pathology and Diagnosis 


The sedimentation test as a routine lab 
dure; observations on 1,100 persons. H. J. 5c! 
Arch. Int. Med., 1932, 1, 560. 

Some clinical examples showing the va! 
ment of the peripheral venous pressure in (ia 


nosis, and treatment. 


M. VILLARET and I! 


Presse méd., Par., 1932, xl, 1477. 
A method of rapid diagnosis of patholoy 
A. J. Wrictry. J. Obst. & Gynec. Bri 


XXXiX, 527. 


Notes on amputations connected with « 


turbances of the extremities. 


S. F. STEWA 


Joint Surg., 1932, xiv, 895. 


tf measu 


nosis, pr 4 


JESOILI 








latory dis 


]. Bone & 


Hospitals; Medical Education and History 


The golden age of the craft of surgery 
MONTH. Lancet, 1932, CCxxili, 933. 














